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The purpose of this cross-sectional, correlation study was to describe the quality of life of 
hemodialysis patients and to examine relationships among stressors, coping, social 
support and quality of life. Eighty-five ESRD patients on maintenance hemodialysis 
responded to questionnaires by face-to-face interview. Five instruments were used to 
collect data. Descriptive, correlational, multivariate, and content analysis procedures 
were used for data analysis. The results indicated that hemodialysis patients were not 
satisfied with various domains in the quality of their life and experienced high levels of 
stress. Quality of life was found to be correlated to psychosocial stressors (r=-0.21, 
P<0.05). Moreover, psychosocial stressors were found to be more troublesome than 
physiological stressors and to contribute to the total stress effects on individuals. Cost 
factor was the most severe stressor reported by hemodialysis patient. In this study, only a 
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few coping methods that were not particularly helpful were used by hemodialysis 
patients. The coping methods used were found to be influenced by a number of factors 
such as perception of stressors, cultural factors and availability of coping resources. The 
longer the time on treatment the lower was the effectiveness (r=-0.33, g<0.01) and the 
use of coping methods (r=-0.23, 2<0.05). No significant correlation was found between 
effectiveness of coping method and satisfaction with social support (2>0.05). However, 
satisfaction with social support was positively correlated with the total number of 
stressors (r= 0.23，^<0.05) but negatively correlated with the effectiveness of self-reliant 
(r= -0.24，2<0.05) and emotive coping style (r= -0.22，p<0.05). The findings suggested 
that both positive and negative effects of social support operate in the coping process. 
Lastly, stepwise regression analysis showed that the combined predictive value of age, 
iii 
sex, use of emotive coping methods and length of time on dialysis was 20%. Although 
these variables only account for small percentage in explaining the quality of life of 
hemodialysis patients, understanding the effect of these variables would help nurse to 
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End stage renal disease (ESRD) is a devastating chronic illness having a great 
impact on a patient's life (Kaplan-DeNour, 1982; Fuchs & Schreiber，1988). Currently, 
hemodialysis, peritoneal dialysis and renal transplantation are the three prevailing renal 
replacement therapies. The physiologic and psychosocial stressors associated with ESRD 
and dialysis therapy are multiple and overwhelming. Disturbance in body biochemistry, 
limitation of food and fluid, lack of control over symptoms, high medical expenses, 
change in body image, role disturbance, fear of death and limitation of activities are 
stressors that hemodialysis patients came across (Miller,1992; Bihl, Ferrans & Powers, 
1988; Chan, Wong, Ho, Ip & Tong，1992). 
The impact of these stressors on quality of life depends on hemodialysis patients' 
perception of the severity and the number of stressors as well as the effectiveness of their 
coping responses. Effective coping is essential to achieving positive adaptation in chronic 
illness and as has been demonstrated by an improvement in the relationships between the 
environment and the individual (Lazarus & Folkman，1984). However, the use of coping 
methods and their effectiveness for hemodialysis patients could be facilitated or 
constrained by a number of factors such as the perception of patient's own health status, 
age, cultural and socioeconomic context of the community. Previous studies showed that 
the coping responses of hemodialysis patients did not promote adjustment. 
An important element in the adjustment process of hemodialysis patients was the 
role ofperceived social support. Family, particularly with support from significant others, 




patients. This is congruous with Chinese values that the family is a source of security and 
shelter for its members. However, the use of this support was hindered by the fear that 
hemodialysis patients could never able to repay for the support person. Patients are 
reluctant to seek help from their families in order not to cause further burden in the 
family. The consequences of this behavior toward the adaptation of hemodialysis patients 
were unknown. 
Understanding the effect of stress, coping and social support on hemodialysis 
patient's quality of life could assist nurses to capture the degree of adaptation from a 
multidimensional perspective. As quality of life is reflected in the satisfaction with 
various domains in life that were important to patients, the subjective evaluation of 
satisfaction in life provide direct and meaningful data about the effects of stress on 
patients' living. Moreover, improved quality of life is being increasingly recognized as 
the ultimate goal in caring for patients with chronic illness. Thus, it is essential to 
understand the effects of dialysis treatment by assessing patients' current status of quality 
oflife. 
In the management of the care of patients receiving hemodialysis which extends 
over a long period of time, nurses often get to know the patients very well and have 
established a therapeutic nurse-relationship. Such a relationship provides nurses with the 
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opportunity to discuss the day-to-day life that these patients experience and the strategies 
that might be used to help them to adapt to the stressors. Thus, the purposes of this study 
were to describe the level of quality of life of hemodialysis patients, to investigate 
relationships among stressors, coping, social support in relation to quality of life and to 






Quality of life has always been an endpoint for human activities. The level of 
satisfaction towards different domains in life serves as an indicator showing the degree of 
success of individual's efforts made in responding various demands in life. One of these 
demands was stress brought about by ill health. How to prevent, manage, cope or 
eliminate these stresses involves manipulation of complex coping resources, both at 
individual and societal level. Coping can be achieved through the use of particular coping 
methods and social support. The purpose of the following literature review is to provide 
an overview of stress, coping, social support and quality of life in relation to ESRD 
patients on maintenance hemodialysis and to identify the relationships among these 
variables. 
End Stage Renal Failure and dialysis therapy 
End Stage Renal Failure was considered as the third and final stage of chronic 
renal failure. End Stage Renal Failure occurs when 90% of the nephron mass has been 
destroyed and the glomerular filtration rate was only 10% of that of the normal (McCance 
& Huether, 1994). During this stage, the kidney is no longer able to maintain fluid and 
electrolyte homeostasis and the patient begins to suffer severe symptoms. When 
conservative treatment is no longer effective, the patient must receive renal replacement 
I 
therapy or otherwise death will occur (Price & Wilson, 1992). 
There are mainly three kinds of renal replacement therapy for ESRD: 
hemodialysis, continuous ambulatory peritoneal dialysis, and renal transplantation. 
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Hemodialysis is a process of cleansing the blood of accumulated waste products. The 
process lasts between three to five hours and is done two to three times a week according 
to patient's medical condition. In Hong Kong, about 32% of ESRD patients were having 
hemodialysis (Chugh & Jha，1995). 
Stress 
The concept of stress 
Although stress is an inevitable experience in life, there is no clear definition of 
stress. The meaning of stress remains characterized by disagreement and uncertainty 
(Kaplan, 1985). Stress is conceptualized and described at the social, psychological and 
biological level (Leventhal & Tomarken，1987). Various approaches have been 
developed in the study of stress (Pearlin, 1983; Seyle, 1956; Lazarus and Folkman, 
1984). 
Cannon (1929) developed one of the earliest biological models of stress, in which 
he suggested external threats elicited the "flight" or "fight" response. Within his model, 
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Stress was defined as a physiological response to external stressors. Selye (1974)， 
following this approach, proposed there were three stages in the stress response, which is 
now known as Selye's General Adapatation Syndrome. The focus in this model is on the 
body's physiological responses, where a person's functioning may be temporarily or 
permanently damaged as a result of prolonged stress. Lazarus (1990) criticized this 
approach because it offers little or no attention to the content or source of the stress 
reaction, or on any mediating process. He argued that the complex defensive biochemical 
mechanism of the bodily reaction to stress should be part of the coping process included 
4 
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in the psychological level of analysis of stress. Ogden (1996) pointed out that Selye，s 
(1956) physiological explanation of bodily response to stress was a straightforward 
stimulus-response model and that there was a consistent passive response to the stimulus 
or stress by individuals. 
The second approach to stress draws mainly on the concepts of load, stress and 
strain (Korchin, 1964; Levine & Scotch, 1967). Stress is seen as a set of causes. If the 
input of stimuli is excessive or insufficient for the individual, the excess or insufficiency 
can be considered as stress. When stress becomes intolerable, permanent damage, 
physiological or psychological, may result. Cox (1978) criticized both the response-based 
and stimulus-based approaches as they only provided a mechanical view of stress and the 
stress response, which is a direct cause-effect relationship that failed to explain the 
interaction between the person and his environment. 
Lazarus，stress and coping model 
Lazarus (1966) proposed an interaction approach to stress. Stress in this approach 
stems from psychological perspective, which emphasizes the transaction between the 
environment and the individual. A stress response will be elicited if an individual 
appraises a potentially stressful event as actually being stressful. There are two forms of 
appraisal, namely primary and secondary. The primary appraisal involves evaluation of 
the incoming stimulus, from the extemal world. The secondary appraisal is where 
individual determines the use of appropriate coping methods after examining his or her 
own resources. Coping interventions would be implemented with a feedback mechanism 
to regulate the stress process until threats are removed. Commendation was given to this 
model because of its success in documenting the cognitive aspects for the interpretation 
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of stressors and for its emphasis on the process aspect of coping (Perrez and Reicherts, 
1992). 
Different approaches to stress 
Different approaches have been used to investigate the factors that individuals find 
stressful and the consequence on individuals，well being. Life events (Holmes & Rahe， 
1967) and daily hassles (DeLongis, Folkman, & Lazarus，1988; Lazarus & Folkman, 
1987) are the two main groups of stressors that have been studied. A stressor is defined as 
any external or internal demand on the person (Suter, 1986; Vogel, 1986). 
The assumption of life event research is that change in life is necessary for all 
people to adapt to stressful events (Baron, 1989). Any event was considered as a single 
incident that aroused by life changes (Leventhal & Tomarken，1987). There are two 
theoretical premises that underlie all life event research on stress. One is that life changes 
always require adaptation and that the degree of distress involved provides a basis for 
quantifying the impact of life events (Lazarus, 1990). The findings from some studies 
have shown that there are links between stressful life events and health status. However, 
this conclusion remains controversial because of the methodological weaknesses in 
measurement. Li general, the greater the number of stressful life events experienced by an 
individual, the greater the likelihood that the person's subsequent health will be adversely 
affected (Rowlison & Felbner，1988). 
Many researchers criticize life event approach because of the problem in 
retrospective assessment of relationships between stress and its health-related outcomes. 
Ogden (1996) argues that it is doubtful whether the disease process would affect the 
perceived level of stress regarding life experiences. Moreover, Elliot and Eisdorfer 
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(1994) pointed out that early life research implied that both positive and negative life 
events could be associated with undesirable consequences. The positive consequences of 
stress has not been acknowledged or investigated. Evidence suggests that personal 
attributes such as internal locus of control, self-esteem, self-efficacy, hardiness and 
personality traits may influence a person's response to stress (Pollock, 1989). However, 
life event research has failed to consider such individual differences in identifying 
stressful life events (Lazarus, 1990). Furthermore, stress from life events has been 
conceptualized as short-term experience (Ogden, 1996) but it is argued that significant 
stressors rarely occur singly (Pearlin, 1989; Lazarus, 1990) while other stressors are 
ongoing and chronic (Ogden, 1996). Thus, life event stressors can create stressful 
situations and threats, but in isolation life events are insufficient to generate a theory of 
the stress process (Lazarus & Folkman，1986). Despite all these criticisms, this approach 
demonstrates the cumulative and additive effect of stress on individuals and the 
importance of various external life events in the constitution of stress. 
The alternate approach to source of stress is the study of daily hassles. Demands 
in daily life rather than change due to specific life events appears to require more 
adjustment and is more powerful in predicting health related outcomes (Pearlin & 
Schooler, 1978). The more stress that is reported as a result of daily hassles, the poorer an 
individual's psychological well being (Payne & Walker，1997). However, it is unclear 
whether it is the quantity of minor stressful experiences or their personal meaning that 
cause changes to health (Baron, 1989). Some researchers have succeeded in establishing 
predictions between certain personal characteristics, such as neuroticism or hardiness and 
daily reports of minor stressful events (Bolger, 1990; Gottlieb & Wagner，1991). Yet it 
7 
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has been difficult to isolate the confounding variables such as concurrent distress 
(Dohrenwend,B.S., Dohrenwend,B.P.,Dodsin & Shrout;1984) or individual differences in 
the perception and reporting of stressful events (Ensel & Lin,1991). Although both 
positive and negative experiences have been assessed in scales of daily event research 
(Stone & Neab，1982)，the potential relationship of the occurrence of positive events 
with psychological distress or well being has been inadequately addressed. Regardless of 
these limitations, the contribution of assessing daily hassles, is to specify an episode in 
real life that occurs repeatedly over time may be considered as stressful CWheaton, 1990). 
Because of their frequent, repetitive nature, assessment of daily experience allows 
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researchers to identify the event-distress relation with repeated observation (Zautra, 
Guamaccia, Reich & Dohrenwend, 1988) and to understand the mediating effect of daily 
hassles to major life events (Eckenrode & Gore,1981). 
Stressors in hemodialysis patients: a convergence of chronic strains and daily hassles 
The stressors associated with End Stage Renal Disease (ESRD) and renal dialysis 
are numerous and overwhelming (Levy, 1981; Baldree, Murphy, & Powers; 1982; 
Gurklis & Menke, 1988; Lok, 1996). Many types of stressors from ESRD and its related 
treatment have been identified and described (Binik, 1983; Stapeton; 1992;GurkIis & 
Menke, 1995). 
However, the nature of the stressors associated with ESRD and renal dialysis has 
rarely been discussed. Only Stodola & Miller (1989) regard ESRD itself as the primary 
stressor with other stressors arising from the subsequent changes following the illness. 
According to Wheaton (1983), different types of stressors may operate independently or 
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they may influence and act upon each other. Therefore, it is necessary to distinguish 
different types of stressors in order to understand how these stress concepts are related to 
each other. Pearlin (1989) also highlights the importance of assessing primary and 
secondary stressors to determine why people exposed to the same stressor differ in their 
reactions to the stressor. Nevertheless, the focus of stress research for ESRD on 
describing the frequency and severity of different types of stressors mainly using 
standardized questionnaires developed by Baldree et al. (1982) in ESRD populations 
(Fuchs & Schreiber, 1988; Gurklis & Menke，1988; Lok, 1996). 
There is some evidence to suggest that the stressors which hemodialysis patients 
face are a combination of different types of stressors, comprising chronic strains as well 
as hassles. Disturbance in hemodialysis patient's daily living such as limitation of fluids 
and food, fatigue, and limitation of physical activity are frequently ranked stressors in 
quantitative studies (Gurklis & Menke’ 1988; Lok, 1996; Baldree et al. 1982). Moreover, 
qualitative studies have also reported a number of episodic, irregular and minor stressors. 
Examples include bleeding from the shunt after dialysis, different nurses, and blood 
pressure drop, waiting for a transplant and possibility of death during dialysis (Gurklis & 
Menke, 1995). A number of studies also reported that hemodialysis patients experience 
chronic stressors such as boredom with treatment, decrease in social life, tension in 
family relationships and financial problems (Chan, Wong, Ho, Ip & Tong，1992; Bihl, 
Ferrans, & Powers;1988). Yet, no published research has reported the relationship of 
these different types of stressors with the length of time on treatment or demographics. 
Only Baldree et al. (1982) has reported that stress was perceived to be greatest for those 
patients who has been on dialysis between 13 and 36 months or greater than 48 months. 
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Some authors have suggested that physiological stressors were caused by repeated 
dialysis (Gurklis & Menke, 1988; Lok, 1996) or as a result of disease process (Bihl et al. 
1988). Others regard psychological stressors resulted from the patient's inability to 
control the treatment and outcome of their illness (Baldree et al,1982). This conclusion 
concerning the cause of stressors remains contestable. Kasl (1983) pointed out that one of 
the most serious cpfounders is the disease antedate, which is responsible for the stressor. 
Fuchs & Schreiber (1988)，with a similar point of view, questioned whether the 
antecedent of these stressors is embedded within the illness itself rather than related to the 
treatment. Moreover, Court and Vacc (1994) claimed that a number of psychosocial 
factors influence a patient's ability to manage the medical regimen, which in tum 
determines the occurrence of physiological stressors. The absence of support from the 
patient's biological parameters in most studies makes it difficult to justify and attribute 
physiological stressors as stemming from the disease course. On the other hand, 
hemodialysis patients know only too well about their physical condition and that their 
future is not promising. The objective dimensions of situations are one of the 
considerations in the perception of stressor (Perrez & Reicherts，1992). Thus, 
psychological stressors may result from individual、subjective evaluation of his own 
health. 
The outcome of stressors in hemodialysis patients 
The consequences of stressors on hemodialysis patients' have been studied in 
terms of physiologic and psychosocial outcomes. Physiological outcomes include 
survival, compliance, physical functioning and biological indicators (Yanitski, 1983) 
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whereas psychosocial outcomes have been investigated in terms of self-esteem, 
helplessness, rehabilitation and depression (Levy, 1981; Perrez and Reicherts, 1992; 
King, 1994; Gerhardt, 1990). Findings from these studies can only identify the 
association between stressors and some stress outcomes. Having the possibility that the 
relationship between two variables was influenced by a third variable (Brown, 1974) 
complicated the results. Moreover, examining only one outcome of stress in a particular 
area might underestimate the multiple effects of stress on individual (Aneshensel, Rutter 
& Lachenbruch 1^91). 
Some research has focused on measuring the psychosocial adjustment or quality 
of life of hemodialysis patient, in an attempt to address the stress response from a more 
multi-dimensional perspective (Tucker, Chennault, Ziller & Huber; 1986; Kaplan-
Kaplan-DeNour & Soskolne;1987; Huber & Tucker，1984). Factors for good adjustment 
have been identified (Stodola and Miller, 1989) and the level of quality of life has been 
described (Killingworth & Van Den Akker,1996; Fox, Peace, Neale, Morrison & 
Hatfield; 1991; Churchill, Torrance, Taylor, Barnes, 1987). Only a few studies have 
investigated the influence of moderating variables especially psychosocial factors, on 
stress outcome in terms of quality of life (Lok,1996; Bihl et al.,1988). However, without 
considering the differences in demographics, illness data, value and culture variations, 
understanding of the nature of stress and its consequences are far from perfect (Levenson 
and Glocheski, 1991; Thoits, 1995). 
11 
Coping 
Definition: Coping as a process 
Coping, according to Lazarus and Folkman (1984), consists of behavioral and 
or cognitive attempts to manage specific situational demands, which are appraised as 
exceeding or taxing one's ability to adapt. Behaviors and cognitions initiated in response 
to the experience of a stressful situation, either chronic or acute, are conscious and 
purposive (Eckenrode, 1991). Coping is viewed not as an aspect of personality (Vaillant, 
1977) but rather as a changing process (Billings and Moos, 1981; Pearlin and Schooler, 
1978; Thoits, 1986; Aldwin and Revenson, 1987; Folkman, 1984). Oakland and Ostell 
(1996) have pointed out that coping is a complex and changing process because of the 
variability of the situational factors which influence coping responses. Coping involves 
ongoing appraisal and reappraisal of the dynamic person-environment relationship 
(Lazarus and Folkman, 1980). The factors influencing coping include new additional 
problems created by coping attempts (Schonpflug & Battmann，1988)，external resources 
that facilitate or constrain the choice or use of coping methods (Lazarus & Folkman， 
1985)，the social roles that are involved (Menaghan, 1982) and the environmental and 
social factors (Parkes, 1990). Hence, coping is dependent on both individual and 
situational factors (KIang, Bjorvell, DrMedSci, & Cronqvist, 1996). 
Problem-focused and emotional focused coping 
Five different approaches have been developed in the study of stress, coping 
and health: the psychoanalytic approach, the personality-trait approach, situation-specific 
coping, the stage-sequential approach and the methods-foci approach (Lazarus and 
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Folkman, 1980). The most popular way of conceptualizing coping involves the 
development of a taxonomy of coping items, which categorizes coping efforts (Oakland 
& Osetell，1996; Edwards & Baglioni，1993). 
Two major categories of coping methods were classified in the Lazarus model of 
coping (1984). They are problem-focused and emotion-focused copings. Li the problem 
solving type, threats can be changed with a focus on changing the environment, therefore, 
it is ineffective when the stressor is uncontrollable (Felton, Revenson & Hinrichsen, 
1984). Problem-focused coping includes the seeking of information, learning new skills 
to confront the demand as well as to provide support. Emotion-focused coping, on the 
other hand, tums to the internal environment. It focuses on using emotions to decrease the 
impact of threats instead of dealing with the problem, therefore, it is considered as less 
helpful in coping with stress. Emotion focused coping includes cognitive and behavioral 
methods such as avoidance, minimization, distancing, selective attention, mediating, 
venting feelings and distraction (Miller, 1992). 
Both emotion and problem-focused coping methods are often used at the same 
time to deal with stress (Billings & Moos，1984; Lazarus and Folkman, 1980; Stone and 
Neale, 1982). Thoits (1995) proposed that both types be used because situational 
demands as well as individual's emotional responses resulting from stress have to be 
addressed. Having a similar point of view, Mak and Lau (1995) proposed that behavioral 
responses to stress are inevitably associated with cognitions. Problem-focused and 
emotion-focused coping methods operate simultaneously to facilitate or impede each 
other in the adaptation process. For example, we might regulate our emotional response 
13 
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in order to facilitate problem-focused coping or avoid the use of problem-focused coping 
by being emotionally detached from the reality. 
The classification of coping methods into two main domains has raised the 
question of validity of such a dichotomy (Lam & Hong，1992). Lee (1995) argues that 
every coping method bears the characteristics of both emotion-focused and problem-
focused methods. It is therefore necessary to use a more comprehensive measure to study 
coping methods. Although a fairly comprehensive assessment of coping behaviors could 
be identified, a lack of focus on the coping methods used was another criticism for using 
method foci type of coping taxonomy (Oakland and Ostell, 1996). 
Functions of coping: its effectiveness 
The importance of coping methods used lies in their effectiveness, that is 
whether the problem can be resolved or whether the coping method could deal with the 
related stress and reduced negative emotions (Lazarus and Folkman, 1980; Pearlin and 
Schooler, 1978). Nevertheless, the effectiveness of coping strategies had often been 
ignored in coping research (Oakland, 1991). Newton (1989) pointed out that many 
quantitative studies often simply correlated the type or the frequency of use of a 
particular strategy with health outcome, based on the assumption that the strategy used 
has uniform effects. However, such assumptions may be inappropriate, as results from 
this type of study are often inconsistent and conflicting. It has been clearly demonstrated, 
by qualitative studies, that coping effectiveness, rather than the type or the frequency of 
the method was an important factor regarding outcomes (Oakland and Ostell, 1996). 
14 
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Coping effectiveness sometimes referred to as coping efficacy has been 
defined in different ways. Coping effectiveness was described as reduction in 
psychological symptoms (Billings and Moos, 1981; Mattlin, Wethington, and Kessler, 
1990; Pearlin and Schooler, 1978)，subjective assessments of the outcome of the coping 
process (Zautra & Wrabetz，1991)，decrease the proliferation of stress (Aldwin, 1992) 
and reduced difficulties in a role domain by problem-solving methods (Thoits, 1995). 
Although there were different approaches in interpreting coping effectiveness, the notion 
of relating coping effectiveness with psychological consequences has received most 
attention. 
It appears that not all coping methods were efficacious in reducing 
psychological distress or ill health (Wethington & Kessler，1986; Rodin & Salovey， 
1989). Probably no single coping strategy was efficacious across all situations (Thoits, 
1995). For example, the effect of using specific coping strategies in facing acute stress to 
reduce anxiety and depression was significantly different from using those methods to 
deal with chronic strains (Mattlin,Wethington, & Kessler，1990). Each coping strategy 
has its own unique function. For example, Wethington and Kessler (1991) reported that 
having a versatile coping profile is associated with good emotional adjustment to stressful 
events, particularly practical and interpersonal events. Whereas passive coping would be 
effective in dealing with chronic stressful situations that posed high loss or threat. 
However, Carver, Scheier and Pozo (1992) pointed out that there were both damaging 
and favorable aspects of coping methods. Emotional focused methods such as denial had 
been reported to be beneficial in the short run but to have deleterious effects over the long 
run 
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(Clark, 1994; Rodin & Salovey，1989). 
Variations in the use of coping methods for different types of stressors have 
been identified in many studies (Kessler, Price, & Wortman, 1985; Lazarus and Folkman, 
1980)，giving evidence that flexibility exists in coping responses to stressors. Even the 
same coping strategy used by different people under the same situation could have 
different outcomes. Thus, a particular coping method could not be labeled as “effective，， 
or “ineffective，，without reference to the context in which it was used (Oakland and 
Ostell, 1996). Lazarus and Folkman (1984) stated that the person's definition of the 
situation, in terms of cognitive appraisals of stressor characteristics such as the degree of 
controllability, were linked to the choice of coping methods. The type of the event and 
the degree of loss and threat determined the use of a particular strategy, as well as its 
effectiveness (Wethington & Kessler，1991). 
Liconsistent findings have been obtained regarding the relationship between 
coping effectiveness, personality characteristics and the choice of coping strategies used 
(Thoits, 1995). Some studies have reported that people with high self-esteem, internal 
locus of control and a sense of mastery used more active, problem-focused coping 
strategies. Yet, the use of problem-focused coping was reported to have no direct 
association with positive adjustment. However, personality characteristics remains an 
area of concem in the study of coping because of the important role it plays in the 
appraisal process (McCrae & Costa;1986,1988). Relationships between coping 
effectiveness and other personal variables such as gender, age, developmental state, 
family relationships and education are not clearly understood (Folkman & Lazarus，1980， 
1984; Holahan & Moos, 1991; Rook, Dooley and Catalano, 1991; Aldwin, 1992). 
I 
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As a conclusion, the study of coping effectiveness is at an early stage. The 
various definitions of coping effectiveness have given rise to multiple foci and different 
approaches in investigation, therefore, adding difficulties in drawing conclusions about a 
study's findings. Moreover, the influence of personality, socio-demographics and gender 
on coping effectiveness remains unclear, making it difficult to evaluate the relationship 
between coping effectiveness and adaptational outcome. Despite this, there is consensus 
that coping effectiveness, rather than the frequency of coping strategy used was important 
in assessing the outcome of adjustment. Oakland and Ostell (1996) pointed out that 
copihg is a complex changing process because of the variability of the situational factors 
which influence coping response. 
The use of coping methods in hemodialysis patients 
The coping behavior hemodialysis patients were investigated mainly by 
quantitative studies using methods-foci approach. This approach involves a lists of 
coping items which classify coping efforts according to the methods used. The objective 
of these studies was to identify the type of coping methods used in relation to the 
stressors experienced by patients. Similar findings were obtained in a number of studies 
about the most frequently used coping methods (Baldree et al.,1982; Gurklis & Menke, 
1988; Lok, 1996). These include both problem-focused coping and emotion focused 
coping methods. The most frequently used problem-focused coping methods reported 
were looking at the problem objectively, trying to maintain control over the situation and 
accepting the situation as it is. Emotion focused coping methods identified worrying, 
hoping things will get better and praying and trusting in God. Similar results were 
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obtained from exploration of coping methods used by hemodialysis patients in qualitative 
study (Gurklis & Menke, 1995; Rittman, Northsea, Hausauer, Green & Swanson，1992; 
Hoothay, DeStefano, Leary & Hartd; 1990). Hemodialysis patients in these studies 
reported maintaining hope, living day to day, accepting of the handicap and prognosis 
and maintaining a positive outlook as ways to cope with illness. 
The description of coping methods used by hemodialysis patients was consistent 
with the portrayal in the literature about hemodialysis patients (Miller,1992; Rydholm & 
Pauling, 1991;Wong, 1997). Struggling between dependence and independence was a 
coping response by hemodialysis patients to the feelings of helplessness or lack of 
personal control about one's condition (Moos, 1989). However, the use of coping 
methods reported in these studies were not consistent with the those coping responses 
that have been reported to facilitate adjustment of hemodialysis patients (Huber & 
Tucker, 1984;Tucker, Chennault, Ziller & Finlayson; 1986). 
Different findings have been reported concerning the relationship between 
length of time on dialysis and the use of coping methods. Rittman, et al (1992) 
interviewed six hemodialysis patients who had been on dialysis for different periods of 
time and reported that the experience of illness changes over time. Moreover, it was 
proposed that coping patterns evolved for patients with chronic illness because of the new 
developments and transitions in life with the progression of illness (Helz & Templeton， 
1990). Levy (1981) identified a three stage adaptation process, namely as the honeymoon 
period, the period of disenchantment and discouragement and the period of long-term 
adaptation. This stage approach provided a guideline regarding the adaptation to dialysis, 
describing the various phases of adjustment of dialysis patient. Use of different coping 
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strategies was not unusual during the process of adaptation. Studied have reported that 
the use of strategies and coping styles were significantly different between the predialysis 
patients and those on dialysis treatment (Klang, et al., 1996)，length time of dialysis and 
types of stressors (Gurklis & Menke, 1988). It was pointed out that as patients constantly 
struggle with striving, developing and the attaining of personal goals, thus, the coping 
I 
methods applied would change from time to time (Klang et al., 1996). Lazarus (1990) 
also stated that due to new developments in life and stresses, the coping methods applied 
and perception of social support would change accordingly. 
To be effective, the use of coping strategies has to match the nature of the 
demand. Gurklis and Menke (1988) reported that as time passed, individuals might 
evaluate the effectiveness of specific problem-oriented coping and eventually develop a 
useful set of coping methods. Affective coping methods may be used initially to deal with 
the overwhelming stress upon the onset of the illness whereas problem solving coping 
methods were employed to deal with specific problems associated with illness and its 
treatment (Baldree et al., 1982). Lok (1996)，on the contrary, argued that the time on 
dialysis would not change hemodialysis patient's coping behavior once the patient 
became accustomed to the dialysis routine and developed their coping behaviors. 
Factors affecting coping response to illness in hemodialysis patients 
Having ESRD and dialysis was perceived as a loss by hemodialysis patients 
(Hersh-Rifkin & Stoner，1993). Loss is defined as when some valued person, object, or 
idea was harmed (Barry, 1989). However, difference in the situational context such as 




patient's evaluation of degree of loss (Bronstein, Popovich, & Stewart-Amidei，1991). 
Depending on a patient's perception of his or her medical condition as well as health 
status, relevant coping behaviors would be employed by the patient for adjustment 
(Bombardier, D'Amico, & Jordan, 1990; Clark, 1994). 
Dialysis treatment was inevitable and unavoidable for those ESRD patients to 
correct the uremic state. However, it was noted that receiving dialysis was not curative, 
but a life-saving therapy (Hersh-Rifkin & Stoner，1993). Survival was maintained by life-
long dependence on dialysis. The negative side of having regular treatment, for example, 
brought about loss of independence, depression and lowered self-esteem (Reichsman & 
Levy, 1989). Other psychosocial tasks in relation to the illness include the uncertainty 
and fear that have to be handled at the same time (Gurklis & Menke, 1988). Besides, the 
creation of new threats resulted from dialysis is also likely to occur. Threats refer to the 
future harm that might result from the situation (Lazarus & Folkman, 1984). Potential 
threats included change in usual lifestyle, unemployment, life goals and commitments as 
well as reversal in family roles (Miller, 1992). These experiences may be either 
unexpected or anticipated, thus, affecting the subsequent use of coping strategies. 
Environmental factors act as facilitators or inhibitors of the effective use of an 
individual's coping resources (Lazarus & Folkman, 1984). The cultural, political and 
socio-economic context of a community determines the exposure of individuals to 
stressful factors and access to coping resources (Philips & Pearson，1996). 
Reimbursement issues, poor patient education, donor shortage for renal transplantation, 
lack of availability of hemodialysis centers and lack of financial support (Cheng, 1992; 
Chugh & Jha，1995;Nissenson, Prichard, Cheng, Gokal, & Kubota; 1993) for the 
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chronically ill are constraints indirectly inhibiting hemodialysis patients，use of coping 
resources. However, the provision of erythopoietin injection and additional dialysis 
services for ESRD patients are factors that facilitate coping among hemodialysis patients 
(Hospital Authority Working Plan, 1996-97). 
Response to illness is based on social definition which may not equate with 
medical definitions of a condition (Maconis, 1995). Coping behavior can be leamed from 
one's reference group (Pearlin, 1989). Emphasis on individuality and independence in 
Westem culture can be seen as the antithesis of the maintenance of social harmony and 
seeking support and guidance from interpersonal relationships in Eastem cultures. Such 
differences may affect an individuars use of coping resources (Tung, 1984). Culturally 
derived values and beliefs serve as norms that determine when certain behaviors and 
feelings are appropriate and when they are not. For example, Philips and Pearson (1996) 
pointed out that coping methods adopted by Hong Kong people did not depend on the 
causal attributes of the problem, but rather on the characteristic of the problem and on the 
perceived acceptability of different coping resources. 
The increase in age-related problems in the ESRD population has highlighted the 
issue about the use of coping methods and their effectiveness across developmental 
stages. Many hemodialysis patients are living longer with multiple diseases, co-morbidity 
and impairments. Thus, the effect of aging on coping process would to some extent, 
influence the outcomes of adjustment. Different authors gave various explanations about 
coping responses in relation to age. Rodin (1986) and McCrae (1982) suggested that the 
elderly may appraise the situation differently, thus different coping responses were 
observed. Hersh-Rifkin and Stoner (1993) pointed out that an individual's use of coping 
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methods with past life stresses remains the best predictor of his adaptability to 
hemodialysis. The increase in health problems with aging may affect the appraisal of 
illness and treatment related stress in older hemodialysis patients. With repeated 
encounters of illness, older persons are likely to establish stable and predictable patterns 
of coping success or failure (Zautra & Wrabetz, 1991). The elderly were reported to use 
less projection and acting out and to be more realistic and passive in coping with stress 
(Aldwin, 1992). 
Lazarus and Folkman (1984) and Estes and Wilensky (1978) proposed that the 
source of stress changes with age. Lazarus and DeLongis (1983) pointed out that an 
individual's values, commitments, and goals change over the life span. Unlike younger 
adults who tend to be future oriented (Larkin, 1987), older patients may be more 
concerned about their quality of life by maintaining individual's physical and 
psychosocial abilities to perform life skills (Hoeman, 1996). Therefore, the use of coping 
methods may be directed towards tackling stressors especially those related to the areas 
I 
which were different from normative set of adaptive tasks of illness (Cohen & 
Lazarus,1979). 
Social support 
Approaches to social support: definitions and measurements 
Lack of uniformity about the components of social support gives rise to a variety 
of definitions (House&Wells, 1978; Norbeck, 1981; Barrera, 1986; Pearlin, Lieberman, 
Managhan & Mullan; 1981; Sarason, Levine, Basham & Sarason; 1983). Henderson 
(1977) defined social support in terms of social bonds whereas others conceptualized it as 
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social networks (Mueller, 1980)，meaningful social contact (Cassel, 1976), availability of 
confidants (Brown, Bhrolchain & Harris; 1975) or simply social support (Cobb, 1976). Li 
a review of 262 social support studies, Winemiller, Mitchell, Sutliff & Cline (1993) 
concluded that the definition of social support is continuing to evolve. 
Winnubst, Buunk, & Marcelissen (1988), in a literature review on social support 
measures, identified four theoretical and empirical perspectives on social support. The 
first view depicts social support as the individual，s degree of social integration. It 
conceptualizes social support as the number and strength of the connections of 
individuals to significant others in their social environment (Rook, 1984; Barrera, 1986). 
This includes the presence of social ties such as marriage, friendships or affiliation to 
community organizations. The structural dimensions of an individual's supporting 
network such as the size, stability, homogeneity, symmetry and complexity were also 
studied (Turner, 1983; Antonucci & krael，1986). 
The second perspective equates social support with the quality of relationships 
(Cobb, 1976; Lefcourt, 1985). Emphasis is placed on positive, valued and intimate 
relationships. Hobfoll (1985) suggested that it was not the number of relationships that 
was important, rather the closeness of personal relationship was important. Social support 
contributes to health by fulfilling needs, providing positive evaluation and by giving a 
sense of control and mastery (Schumaker & Brownell，1984; Thoits, 1985a). 
The third view portrays the concept of social support as the perceived 
supportiveness and helpfulness of others (Lazarus, 1966; House, 1981; Sarason & 
Sarason, 1985b). The notion of social support includes advice; information, instrumental 
help and empathic understanding that individual can seek when in case of stress. Cohen 
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& Wills (1985) stated that the perceived supportiveness and helpfulness from others 
becomes part of individual's coping resource when confronted with potentially stressful 
event. The function is to buffer the damage resulting from physical and mental health by 
providing an increase in an individual's sense of mastery. Therefore, it can either prevent 
potentially stressful events from being appraised as stressful or lessen the impact of 
stress. 
Lastly, social support is referred to mainly in terms of the actual enactment of 
supportive behaviors (Thoits, 1985b). It is “the actions that others perform when they 
render assistance to a focal person" (Barrera, 1986，p.417). House (1981) classified 
supportive acts as emotional support, esteem support, instrumental support and 
informational support. Li particular, emotional and esteem support are regarded as the 
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most important. 
Various instruments have been devised according to the individual researcher's 
own definition of social support. Stewart(1989) examined 21 tools for measuring social 
support, concluding that the focus of these instruments was mainly on three aspects: 
social network structures, support functions and the nature of relationships. O'Reilly 
(1988) reviewing 33 instruments on social support, reported that only modest agreement 
was found in conceptual definition, and frequently the concepts were not defined or ill-
defined. Winemiller et al., (1993) were critical of researchers who developed social 
support measures tailored to the idiosyncratic nature of the research question. He 
concluded that items in these measures included only the global aspects of social support. 
Moreover, studies using these instruments seldom reported data important to 




Stewart (1989) claimed that the number of diverse measures could be superfluous. Li 
fact, the variety of different instruments has complicated the process of integrating the 
findings about social support research and many of the results have been uncritically 
accepted (O'Reilly, 1988). The debate continues with arguments on whether a uniform 
comprehensive instrument can be adopted in measuring social support (Barrera, 1986; 
Cohen & Wills，1985; Vaux & Harrison;1985; Winemiller et al., 1993). 
The effect of social support on adjustment to illness 
It is generally accepted that social support is an important determinant of 
psychological health and well being (Krishnasnamy, 1996; Mishel & Braden, 1987; 
Anderson, 1995). Unfortunately, the role, function and type of social support in the 
process of psychosocial adaptation are equivocal. Some authors argue that the main 
positive effect of social support to well being is through social network support (Cohen & 
Wills, 1985; Winnubst, Buunk & Marcelissen, 1988). Studies have succeeded in 
demonstrating significant differences in the presence of a supporting network, on major 
health outcomes in terms of morbidity and mortality (Berkman & Syme，1979; House, 
1981). However, the efficacy of a supporting network is still subject to an individual's 
utilization of social resources. It is noted that social integration does not buffer the 
physical and emotional impacts of major stressful life events or chronic difficulties in 
people's lives (Pearlin，1990). 
Other researchers suggested that social support is an important mediating factor 
used in predicting whether patients can cope effectively. The function of social support is 
considered as stress relieving (Folkman, 1984; Cohen & Wills, 1985; Kessler & 
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McLeeod, 1985; Thoits, 1995) in which it acts principally as a buffer that moderates 
between stressful life events and symptoms of distress (Cohen & McKay, 1984). 
Evidence suggests that the stress-buffering effect of social support is more strongly 
linked to the perception that supports are available than to the effects of actual supportive 
behaviors CWethington & Kessler，1986). However, the potential mechanism of social 
support in the psychological process is unclear. Reviewing 81 social support studies, 
Uchino, Cacioppo & Kiecolt-Glaser (1996) observed that few studies have performed 
statistical procedures to examine the mediation and moderation effect of social support. 
Pearlin (1990) also stated that it is important to examine directly the intervening 
mechanisms of perceived social support, particularly the actual influences of perceived or 
received support on individual's choice of coping methods. 
A number of studies have identified the relationship between physiological 
function and social support towards long term health (Irwin, 1991). It is suggested that 
social support may be associated with physiological function through personality 
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processes that influence perceptions of support (Bolger & Eckenrode, 1991). Liang & 
Bogat (1994) offer an alternative explanation by suggesting that social support is 
moderate by locus of control to bring about stress-buffering effect. Other psychosocial 
variables such as mastery (Pearlin & Schooler，1978), personality (Winnubst et al., 1988) 
and demographic such as age, sex, marital status are associated with the perception of 
social support (Thoits, 1986). Despite the fact that the exact mechanism of how social 
support functions was not clear, there is consensus that emotional support has a direct 
effect or buffering role on psychological well being (Fontana, Kems, Rosenberg & 
Colonese, 1989; Holahan & Moos，1991; Pearlin, 1990). Jn particular, having a confidant 
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significantly reduces the stress experience on physical and psychological outcomes 
(Cohen & Wills，1985). 
On the other hand, there is growing evidence concerning the negative effect of 
social support (Goldstein, 1980; Schumaker, 1983; Hall & Wellman，1985; Chan et al, 
1992). Some authors suggest that the negative aspect of social relationships is an 
important predictor of psychological functioning and may have significant effects on 
physiological change in terms of immune function (Herbert & Cohen, 1993a). Cacioppo 
& Bemston (1994) stress that it is important to investigate the positive and negative 
aspect of social relationships independently to understand the contribution of each 
towards health. 
I 
Social support as a coping resources in hemodialysis patients 
The question of what types of support are most or least helpful to a particular 
situation is of interest to many researchers. A tendency to focus on measuring close, 
nuclear relationships including family, friends and spouse as a source of support is 
observed (Winemiller et al, 1993)，particularly in studying chronic illness. Among these, 
the assessment of perceived support and support networks related to hemodialysis 
patients are mostly reported. The family is the most important source of support available 
to hemodialysis patients (O'Brien, 1980). Siegal, Calsyn and Cuddihee (1987) examined 
the social support system of patients with ESRD reported that the helpfulness of the 
confidant was positively correlated with psychological adjustment. Dahlem, Zimet and 
Walker (1991) reported that perceived support from the family is more stable over time. 
Support from friends or significant others are more variable over time and more 
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dependent on the mutual relationship. Over 90% of hemodialysis patients reported they 
received support from significant others such as spouse, parents and adults siblings 
(Gurklis & Menke，1995). 
However, it is reported that although family is an important source of support for 
patients with chronic illness, it is also the root of strains and conflicts (Chan et al, 1992). 
Burton, Kline & Lindsay (1988) reported that social support was crucial to the 
psychological function of both the home dialysis patients and their spouse, however, the 
usefulness of social support will be decreased for the spouse as times goes by. Frustration 
and exhaustion may experienced when the spouse or significant others continuously care 
and try to cope with the stressors brought about by the chronic dialysis patient. On the 
other hand, hemodialysis patients are worried about being a burden and are distressed if 
they could not maintain reciprocity in relationships with support persons (Gurklis & 
Menke, 1995). This would possibly discourage patient's interaction with support persons, 
thus diminishing the coping function of social support. 
Quality of life 
Quality of life as an adjustment outcome to illness 
There is a growing interest in the study of quality of life as an outcome measure in 
clinical research which life was considered as a substitute for traditional outcomes for 
morbidity and mortality (Grant, Padilla，Ferrel & Rhiner，1990) because it offers an 
approach which was more understandable by the patients and the doctors (Aaronson, 
1988). Moreover, quality of life was more able to measure the efficacy of treatments in 
terms of the negative effects of treatment on various domains of patient's living, 
I 
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compared with other outcome parameters. Furthermore, the measurement of quality of 
life serves as a parameter to assess the benefits patients gain from different kinds of 
therapy (Aaronson, 1988)，overall therapeutic effects (Varricchio, 1990) and establishing 
norms regarding both short-term and long-term adjustment ofpatients (Stenstrup, 1996). 
The quality of life concept: dimensions, components and measurement 
Because different people value different things, it was difficult to define quality of 
life (George and Bearon, 1980). Lack of clarity about the concept of quality of life and 
related theoretical models contributed to there being various definitions (Aaronson, 
1988). Thus, five broad categories of definitions of quality of life have been developed: 
normal life, happiness/satisfaction, achievement of personal goals, social utility and 
natural capacity (Ferrans, 1990). 
The first category defines quality of life as a person's ability to live a normal life, 
compared with a healthy person or a person of a similar age (Edlund & Tancredi; 1985). 
The major problem with this definition is the standard of normalcy. 
Happiness/satisfaction was another definition for quality of life, which focuses on an 
individuaFs perception of satisfaction or happiness. Satisfaction or happiness was based 
on an individual's subjective perception. Therefore, the definition of quality of life 
applied more to an individual、than a generalized perspective of quality of life. Campell, 
Converse, & Rodgers (1976) criticized the term happiness as it implied a short-term 
positive meaning whereas satisfaction referred to a long-term cognitive judgment of life's 
condition, thus they are conceptually different. He pointed out that satisfaction rather than 
happiness were closer to the concept of quality of life. 
I 
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Another definition of quality of life focuses on achievement of personal goals 
(Calman, 1989; Sartorius, 1989). Success or failure by means of achieving specific 
personal goals brings about satisfaction or dissatisfaction. Therefore, it was the person 
who defined the meaning of quality of life based on subjective evaluation. Social utility 
definitions focus on individuars ability to perform a socially "useful" life (Edlund & 
Tancredi; 1985). Quality of life was based on fulfilling valued social roles or making 
contributions to tlie society. The problem associated with this definition was the criteria 
set forth may jeopardize certain groups of people in society for which quality of life was 
unattainable. The last definition of quality of life was about decision-making, especially 
related to efforts to be made to save people's lives. Thus, the development of this 
definition was not meant to quantify quality of life. The focus was on the actual or 
potential of a person's physical and or mental capabilities for determining the presence 
or absence of quality of life (Shaw, 1977). The definition of quality of life was 
problematic and no consensus has been reached about the definition that would 
appropriate for research and practice (Packa, 1989). There is growing recognition that life 
satisfaction is the most important in quality of life research because people equate life 
satisfaction with life quality (Ferrans and Powers, 1985). 
Although there is no universal definition of quality of life or standardization of its 
measurement, the term quality of life is recognized as a multidimensional concept that 
covers all aspects of life (Calman, 1989; Padilla & Grant，1985). Simmons and Abress 
(1990) conceptualized quality of life into three main dimensions: physical well being, 
emotional well being, and social well being. Grant, Padilla, Ferrell & Rhiner (1990) 
defined quality of life with a broad set of attributes including psychological well being, 
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physical well being, sequels of disease and treatment, social and interpersonal well being 
and financial and material well being. Spilker (1990) divided quality of life into the four 
domains of psychological and well being, social interaction, physical status and 
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functional abilities as well as economic status and related factors. Aaronson (1988) 
pointed out that health has an impact on assisting people to attain societal goals such as 
happiness and satisfaction. Therefore, he suggested the quality of life concept should 
include health-related components, consisting of functional status, disease related and 
treatment related, psychological functioning and social functioning. 
The selection of an appropriate definition of quality of life is a paramount in 
clinical study. The World Health Organization definition of health (1958) as a state of 
“complete physical, mental and social well-being, and not just the absence of disease，， 
serve as an operational definition of quality of life. Therefore, the multiple dimensional 
aspects of quality of life should be addressed no matter which definition was used. 
Although the choice of using a specific instrument rests on certain criteria set by 
the investigator (Bums & Grove，1987)，Ferrans (1990) suggested that the measuring 
instrument should be selected according to the population studied and supplemented with 
relevant and specific items as needed. However, Mackeigan and Pathak (1992) suggested 
that generic quality of life measures have better established validity compared to the 
disease specific measures because of the broad applicability. 
There is growing consensus that subjective measures were more important rather 
than objective measures of quality of life. It is because quality of life is based on a 
person's evaluation of his own experience, thus can only be judged from an individual 
perspective (Campell, Converse & Rodgers;1976; Ferrans & Powers, 1985; Schipper, 
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1990; Schumaker, Anderson, Czajkowski; 1990). Subjective measurement of quality of 
life captures a more accurate description of a person's quality of life. Discrepancies exist 
when other peoples who may have different criteria to judge a patient's quality of life. 
This would influence the outcome of assessment. Thus, objective measurement can only 
be considered as supplementary information. 
Quality of life is a dynamic concept. It changes over the course of illness and 
treatment. Subjective quality oflife was a state rather than a trait, thus subject to variation 
over time (Evans et al, 1985). Such variation may result from change of a person's 
experiences, relationships, roles and life in general following change of one's health 
status. Thus, the influence of situational factors which affects individual's ability in 
fulfilling life may have more impact on individual's perception of important domains 
constituting quality oflife than other issues such as cultural factors. 
Another important aspect was that people would differ in perceiving the relative 
importance of different aspect in life (Flannery, 1982). However, Burckhardt, Woods, 
Schultz (1989) reported that persons with chronic illnesses select items that are important 
to their quality of life and do not differ from those without chronic illness. The issue of 
differences in the importance of specific dimensions contributing to quality of life has 
been neglected in studying ESRD population (Ferrans & Powers, 1985). Ferrans & 
Powers (1985) argued that the importance of each dimension varies from person to 
person and does not impact equally on quality of life. Ferrans (1990) proposed that it was 
important to assess the importance of each aspect of quality of life against the perceived 
level of satisfaction. Hence, the aspects of life that are most important and have the 
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greatest influence on patient's quality of life can be identified, resulting in a more 
accurate and comprehensive description. 
Limitations of quality of life studies in hemodialysis patients 
Lack of focus was one of the characteristics in investigating quality of life in 
ESRD population. Lack of standardized approach and clarity about the definition of 
quality of life made it difficult to achieve an agreeable conclusion about the quality of life 
of ESRD patients. For example, the dimensions comprising quality of life were not clear. 
For example, Simmons，Anderson and Kamstra (1984) included physical symptoms, 
depression scale, self-esteem scale, vocational rehabilitation, and satisfaction with major 
life goals to study the quality of life among patients with different treatment modality 
whereas Fox et al. (1991) included activity, daily living, health, support and outlook to 
compare differences in level of quality of life among dialysis patients. 
Moreover, quality of life was assessed from different viewpoints including those 
of patients (Evans et al.,1985), spouse (Dunn, Bonner, Lewis, & Meize-Grochowski, 
1994)，nurses (Fox et al.,1991) and doctor (Bergsten, Asaba & Bergstom，1977). Jn the 
past, most studies tended to reflect the health professional's perception of the patients， 
quality of life rather than the patient's own evaluation of life satisfaction, resulting in 
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misinterpretation of the patient's actual quality of life (Frank-Stromborg, 1997). 
Bremer and Wrona (1989) used both objective and subjective measurement of 
quaHty of life. Objective dimensions include measuring work, housing, environment and 
socioeconomic status whereas subjective dimension focused on psychosocial aspects to 
determine a person's quality of life (Frank-Stromborg, 1997). A number of studies were 
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using subjective measurements to assess patient's perception of quality of life (Simmons 
I 
& Abress, 1990; Evans et al; 1985 ； Johnson, McCauley & Copley，1982). Frank-
Stromborg (1997) stated that the choice of using which type of measure lies on the goal 
of research. 
Most studies used self-administered questionnaires. Qualitative studies were rare 
and were used to identify specific areas that have been affected by the disease which 
caused change in quality of life (Frank-Stromborg, 1997). Although quantitative 
approaches to quality of life assessment would always be limited by the nature of 
measures themselves, they provide an indicative measure, which can raise the profile of 
quality of life outcomes in evaluating health care delivery (Killingworth & Van Den 
Akker, 1996). Therefore, it was an accepted study method used in quality of life research 
in view of the advantages. 
Approaches to Quality of life in hemodialysis patients 
Consistent results were obtained from many previous studies that the quality of 
life of hemodialysis patients are lowest among patients with other forms of renal 
replacement therapy (Bremer & Wrona，1989; Evans et al.,1985; Fox et al,1991). 
Compared with CAPD patients, the only variable favoring hemodialysis patients was 
hospitalization (Simmons and Abress, 1990). It was clear that frequent hospitalization 
was more common for CAPD patients because of complications. Evans et al. (1985) 
studied 859 ESRD patients with different treatment modalities reported that hemodialysis 
patients demonstrated the lowest quality of life in three subjective indicators: well being, 
psychological affect and life satisfaction. Moreover, hemodialysis patients were shown to 
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be less satisfied with vocational rehabilitation when compared with patients on CAPD or 
transplant patients (Simmons and Abress, 1990). 
Depending on the measures used to assess quality of life, different findings were 
reported regarding satisfaction with various domains in life. Two studies reported that 
hemodialysis patients were more satisfied with the family domain than other domains in 
life (Ferrans & Powers, 1993; Bihl et al., 1988). Health and functioning aspects of life 
were less satisfied because of the associated health related stressors (Bihl et al., 1988). 
Moreover, some patients expressed financial hardship and socioeconomic state (Morgan, 
1990; Ferrans & Powers，1993) as the main concern in life. In addition, Killingworth and 
Van Den Akker (1996) reported that hemodialysis patients had more difficulties with 
activities with daily living. Many patients expressed that they need help on performing 
domestic tasks. Previous studies have reported that physical functioning as an important 
indicator of quality of life in hemodialysis patients (Churchill et al.,1987). 
It was noted that research findings focus on explaining indicators of quality of life 
in terms of socio-economic status, family, the level of health and functioning, rather than 
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predictors of quality of life. Prediction about quality of life for ESRD patients was 
important either to establish nursing interventions to facilitate adjustment or to identify at 
risk groups. This was especially meaningful for hemodialysis patients who have the 
lowest level of quality of life compared with other dialysis patients. In searching for 
predictors for quality of life for hemodialysis patients, the affective component seems to 
have made more contribution. There was evidence that objective measurement showed 
decreased quality of life while subjective measurement demonstrated satisfaction with 
quality of life (Simmons, Anderson & Kamstra，1984). Thus, it indicates that life 
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satisfaction was indicated by how people feel about their lives (Deniston et al.,1989). 
Pollock (1989) stated that although chronic illnesses often impose limitations on the 
individual，s functional capabilities and were not curable, living with a chronic illness 
need not have a negative impact on the quality of life. Conclusively, perceptions of 
physiological adaptation have shown to be more accurate predictors of longevity and 
quality of life than actual physiological status. 
The relation between stress, coping, social support and qualitv of life 
Li summary，the satisfaction of a person with her/his quality of life is influenced by 
the adjustment to illness that is determined by the coping efforts that's in tum are 
supplemented by the strength gained from social support. 
the interpretations and reaction to the stressors related to illness and its treatment was 
important in understanding an individuaFs cognitive processes of stress appraisal. Such 
an understanding can assist the health professional to assess various responses elicited by 
individuals undergoing comparable chronic conditions such as ESRD patients on 
hemodialysis therapy. The appraisal of stress was seen to be influenced by a number of 
factors specific to the context. Personal factors such as age, education, socioeconomic 
and conditions of health were factors influencing the appraisal process. Other 
environmental factors such as health care policy, the provision of care and social welfare 
also effect a person's perception of stressors. 
How an individual actually thinks or manages illness related stressors are coping 
efforts directed to adapatational success to illness. Adaptation is more likely to be 
achieved when resolutions of stressful encounters were managed successfully, that is the 
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person is able to use coping skills appropriate to the person and the situation. Thus a 
person's coping efforts will be directed at changing the meaning of events, changing the 
environment or dealing with those in the environment which one unable to alter. 
One of the coping resources that an individual draws on was perceived social support. 
Although the stress buffering role of social support remains unclear, social support is 
was still important in helping individual to achieve positive adapatational outcome if a 
person believe that they will receive social support when it is needed. Jn particular, 
emotional support received has been recognized as a significant factor contributing to 
positive adjustment. Such a factor was especially important in Chinese where traditional 
social ties are close (Rhind, 1994). 
The subjective use and gaining of strength from social support, as part of coping 
efforts will significantly determine adjustment to illness, which was evaluated by means 
I 
of measuring life satisfaction. That is the effect of coping efforts, which include social 
support, will be evident in a person's state of well being. Coping would be evaluated as 
effective if a person's quality of life was seen to be satisfactory with every aspect of life 
being sustained in the face of unfavorable conditions. Such satisfaction with life was the 
result of concordance between the coping performance outcome and the expectations 
regarding that outcome. Drawing from the Lazarus，stress and coping model, this study 
focuses on investigating the relationships among stress, coping, social support and quality 
of life of hemodialysis patients. The prediction of quality of life was also been examined 





A cross-sectional correlational survey design was chosen for this study. Surveys 
are often concerned with describing attitudes and values, level of experience, current 
practices, or characteristics of specific groups (Portney & Watkins，1993). They are 
useful for obtaining information from populations regarding prevalence, distribution, and 
interrelations of variables within those populations (Polit & Hungler，1995). In Hong 
Kong, there are two types of hemodialysis service available. ESRD patients could either 
receive their dialysis treatment in the public hospital system or in private clinics. The 
quality of life of patients to both of these types of hemodialysis service remains unclear. 
A survey of their level of stress, coping efforts, social support and quality of life would 
provide information to assist in planning care to enhance their quality of life. 
Moreover, the use of a survey design is justified when the manipulation of 
variables such as stress and coping are difficult and unethical. Brink and Wood (1989) 
indicate that survey designs provide information about naturally occurring phenomena in 
a way that is not possible in experimentation. By means of a survey, detailed description 
of the psychosocial variables and their relationships can be examined. 
Furthermore, the investigator can use this approach to explain the nature of 
associations that exist among variables and to predict relationships among them. Such 
predictions can be used to develop models that can serve as a basis for decision-making 
(Portney & Watkins，1993). Hence, the findings obtained can be beneficial to current 
practices by making intelligent plans to improve health care practices (Wood & Haber， 
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1990). Polit and Hungler (1995) regard this type of research as “ strong in realism and 
therefore has an intrinsic appeal for the solution of many practical problems”（p.l81). 
Surveys are considered, an efficient way to obtain information needed to describe 
the characteristics of the population being studied (Malim & Birch, 1997). Compared 
with other data-gathering techniques, the use of the survey method is less expensive and 
requires less effort (Alreck, 1995). These advantages are achieved by selecting a group 
of subjects from the defined population through some form of sampling. The use of 
stratified random sampling in this correlation study allows generalization of results with 
the main shortcoming was that comparison between groups could not be achieved. 
I 
However, the use of correlation survey design was justified given the objective of the 
study was focus on describing quality of life of hemodialysis patients. Findings could 
only make statements of probability within the parameters of the study population, it is 
regarded as an important research method. 
Survey data is usually collected on one occasion using a cross-sectional method. 
Because large amounts of data can be collected at one point, the results are easy to access 
(Wood & Haber, 1994). This method of collecting data is less time-consuming, less 
expensive and easier to manage (Cormack, 1996). In addition, it is an appropriate way for 
describing the status of phenomena or for describing relationships among phenomena at a 
fixed point in time (Polit & Hungler，1995). Lastly, participants can also be invited to 
express opinions or share their feeling after completion of questionnaires to gain better 
understanding of the phenomenon under study. This is done to enrich the objective 
quantitative data obtained from the survey by supplementary subjective qualitative data. 
I 
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In conclusion, a cross-sectional, correlational survey design was chosen for this 
study because of its ability to describe the quality of life of hemodialysis patients and 
allow predictions on hemodialysis patients，quality of life. Besides, survey data can be 
analyzed to determine the level or amount of the variables studied which may affect the 
adjustment of hemodialysis patients. Using a survey is also congruent with the practical 
situation and feasible given the time constraints, cost and limitation in resources for this 
study and that access to whole population is impractical. Most importantly, findings from 
surveys of representative samples can be generalized (Vaicunas,1994), thus, the current 
status ofthe quality oflife ofhemodialysis patients in Hong Kong can be acknowledged. 
Research hypothesis 
Several hypotheses were formulated and were tested in this study are described as 
follows: 
1. There will be a negative relationship between the length of time on treatment and 
overall coping effectiveness score 
2. There will be a positive relationship between the number of stressors and satisfaction 
with social support 
3. There will be a negative relationship between the overall score for quality of life and 
total stressors score 
4. There will be a positive relationship between overall coping effectiveness score and 
satisfaction with social support 
5. There will be a positive relationship between age and coping effectiveness 
6. There will be a positive relationship between age and quality of life 
！ 
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7. Psychosocial stress and satisfaction with social support will be significant predictors 
of quality of life 
i 
Operational Definitions 
Hospital based hemodialvsis patients were defined as patients, under the care of 
public hospital system who receive hemodialysis treatment in Hospital Authority (HA) 
I 
hospital or outpatient clinic of HA hospital. 
Center based hemodialvsis patients were defined as patients who under the care of 
public hospital system who receive hemodialysis treatment in renal centers of non-
government organizations. 
Maintenance hemodialvsis was defined as a hemodialysis treatment which is 
usually performed two to three times a week, and the length of a single treatment varies 
from 3 to 5 hours, depending on the type of dialysis system used and condition of the 
patient (Price and Wilson, 1992). 
Stressor was defined as any internal or external demand on the person (Suter, 
1986; Vogel, 1986). 
Coping was defined as constantly changing cognitive and behavioral efforts to 
manage external and or internal demands that are appraised as taxing the resources of the 
person (Lazarus and Folkman, 1984). 
Social Support was defined as individual's perception of satisfaction with and the 
I 
availability of people who can be relied upon when in need to provide emotional support 
(Sarason, LG. & Sarason, B.R.,1985). 
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Physiological stress was defined as disturbance of tissue systems (Baldree et al., 
1982). 
I Psychosocial stress was defined as cognitive factors leading to the evaluation of 
threats and disruption of a social unit or system (Baldree et al.,1982). 
Quality of life was defined as a person's sense of well being that stems from 
satisfaction or dissatisfaction with areas that are important to her/him (Ferrans;1990; 
Ferrans & Powers, 1985). 
Population 
The target population is all ESRD patients on maintenance hemodialysis in Hong 
Kong. This will include patients receiving hemodialysis treatment both in public health 
care system and in private clinics. However, ESRD patients receiving maintenance 
hemodialysis in private clinics are excluded from this study for a number of reasons. 
Since there is no record or information regarding the numbers and the locations of 
these private renal centers in government statistics, it is difficult to secure the group of 
ESRD patients who attend private clinics for hemodialysis treatment. This problem of 
access to the entire population has been addressed in the literature (Wood & Haber，1994; 
Portney & Watkins, 1993; Polit & Hungler，1995). Researchers can only identify the 
portion of the target population that is accessible. The exclusion of those attend private 
clinics would not cause bias to the sample characteristics based on the investigator's 
judgement that only a very small number of ESRD patients attending private clinics for 
I 
dialysis treatment. The accessible population, thus, included ESRD patients who received 
maintenance hemodialysis in the public health care systems. 
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All hemodialysis centers of the public health care system, including Hospital 
Authority hospitals and the non-govemment organizations in Hong Kong were contacted 
and invited to participate in the study. Letters were then sent directly to the Hospital 
I 
Chief Executive of each hospital and the Manager of individual renal centers of non-
govemment organizations in January 1997, inviting them to participate. The response 
from the agencies concerned was not positive. Four hospitals did not reply. Another four 
hospitals and one renal center refused to participate because either they had their own 
research being carried out at that moment or stated that it was not convenient to conduct 
research in their setting. Because of time constraints, the researcher considered those 
agencies that failed to reply within two months as not willing to participate in this study. 
Finally, the agencies that agreed to participate included three hospitals from the 
Hospital Authority and three renal centers of non-govemment organizations. Yet, it took 
another two months for the researcher to obtain final approval from the hospital ethical 
committee to conduct the study. Then, the nurse in charge of individual renal units is 
contacted through telephone to explain the purpose of the study and to arrange time for 
data collection. Liformation about the numbers of hospital-based and center-based 
hemodialysis patients are also recorded and calculated. The period of data collection lasts 
I 
for two months, starting from June 1997 and completed by August 1997. 
Sample 
Proportional stratified random sampling was the method of the probability 
sampling used to obtain a sample representative of the population in this study. This 
stratified approach reduces sampling error and provides a more representative sample 
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(Portney & Watkins，1993)，thus increasing the precision (Fink & Kosecoff, 1985) and 
generalizability of the results (Brink & Wood; 1989). As appropriate numbers of subjects 
can be drawn from each stratum, it ensures the representation of different segments of the 
population. Stratified random sampling involves identifying relevant population 
characteristics, and partitioning members of a population into homogenous, non-
overlapping strata according to the characteristics being studied (Portney & Watkins; 
1993). The sample obtained from each stratum is in proportion to the size of that stratum 
to the total population. Aldwin (1978) stated that it is most useful when the stratifying 
variables are simple to work with, easy to observe and closely related to the dimension of 
concern. 
The accessible populations were stratified into hospital based and center based 
hemodialysis patients as these two groups of patients already existed in the community. 
These two strata were said to be mutually exhaustive and exclusive because patients were 
categorized according to the location where they received dialysis treatment under the 
rationing policy of renal replacement therapy. Selitz and Wrightsman (1976) stated that it 
is desirable to stratify if one has reason to believe that stratifying according to a particular 
criterion will result in internally homogenous strata. Jn this study, hemodialysis patients 
in each stratum were homogenous, as they had been classified according to the criteria set 
forth by the rationing policy of renal replacement therapy (Wong, 1997). 
Burton and Cherry (1970) indicate the composition of the sampling frame will be 
likely to affect the validity of the findings of the survey, the investigator needed to 
examine the frame carefully before conducting the study. Followed the guidelines 
suggested by Sudman, Seymour, Bradbum and Norman (1976)，lists of individuals in the 
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study population which are already in place for administrative purposes is one of frames 
is a type of sampling frame suitable for human populations. The researcher used the 
information provided by the person in-charge of each renal center to formulate the list for 
sample selection. This information was based on the patient's record in each center. The 
researcher obtained only the number and the names of eligible subjects from each center 
to form the sampling list. The total number of hospital-based hemodialysis patients 
available for this study was 77 and there were altogether 86 center-based hemodialysis 
patients. 
Power analysis (Cohen, 1977) was used to determine the sample size. The 
rationale for using statistical power in the design phase of this study was to reduce the 
t 
risk of committing type H error (Polit & Sherman，1990; Greenfield, Kuhn & Wojtys, 
1997). This was done to address the problem of misinterpretation of the statistical 
significance of tests because of insufficient power for detecting any real effects due to 
small sample size (Polit & Sherman，1990). The procedures used for sample size 
estimation are described in the next paragraph. 
Li estimating the sample size using statistical power, three other factors have to be 
considered: the confidence level, power and effect size. The significance level is 
conventionally set at 95%. This means that a 5% chance exists of rejecting the null 
hypothesis when it should not be rejected. In this study, this standard a =0.05 was chosen 
as the maximum acceptable risk for making type I error. Power is defined as 1-p (Polit & 
Hungler, 1995). A conventional value of power 0.80 was used with standard alpha 
criterion of 0.05 (Cohen, 1992). With a power of 0.80，there is a 20% chance of 
committing type II error. This level of power (P =0.20) was generally accepted in most 
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nursing studies (Polit & Hungler, 1995) and in the biostatistical literature (Lerman, 
1996). 
Effect size, is an index of how strong the effect of the independent variables is on 
the dependent variable (Polit & Sherman，1990). It is population specific and 
measurement specific (Rudy & Kerr, 1991). Li the absence of prior data from published 
studies related to within group variation of hemodialysis patients and the small amount of 
data collected from the pilot study, it was difficult to calculate the effect size. Polit and 
Hungler (1995) suggested that using conventions were acceptable when no data or 
evidence from previous research was available. Moreover, it was recommended when 
using conventions, the researcher should be conservative and modest (Polit & Hungler, 
1995). Therefore,, in view of the limited potential subjects and the possible non-response 
or drop out rate of hemodialysis patients in this study, a conventional medium effect size 
of 0.30 for bivariate correlation test (Cohen, 1992) was used in this study. Medium effect 
size, according to Cohen (1992)，represents an effect likely to be visible to the naked eye 
of the observer. A power table was used (Cohen, 1977) to determine the sample size 
necessary to attain a power of 0.80 with a =0.05 with Pearson's y. It revealed a sample 
size of 88 was required for this study. 
According to statistics from Hospital Authority (1996)，there are a total of 468 
registered hemodialysis patients. It is estimated that out of468 hemodialysis patients, 292 
(62.4%) were hospital based patients and 176 (37.6%) were center based patients. 
Therefore, using proportional selection, 33 subjects were randomly selected from the 
center-based settings and 55 subjects from hospital-based settings, on the basis of their 
proportion in the population. 
I 
46 
The inclusion criteria of the subjects were: age of 18 or older, on hemodialysis for 
at least 1 month, alert and oriented, could speak and understand Cantonese and those 
patients who were within the public hospital system. Exclusion criteria of the subjects are 
patients on temporary maintenance hemodialysis and those patients who were not within 
the public hospital system 
The process of selection of these 88 subjects by random sampling without 
replacement was as follows: 
I 
1. Two lists having the total numbers of center-based and hospital based hemodialysis 
patients were developed, using the information provided by the in charge nurse of 
each of the six renal centers involved in the study. 
2. Each eligible subject of the corresponding list was then assigned a unique number, 
starting from 01 to 86 and 01 to 77 for centre based and hospital based respectively. 
Employing a table of random numbers (Fisher & Yates，1974)，the researcher started 
reading numbers from the first row vertically to select 33 subjects from center-based 
and 55 subjects from hospital based by continuing to read vertically down list of 
numbers. 
3. When a number was read that corresponded with the number assigned to a particular 
subject, that subject was chosen for the study. 
4. Thus, a total of 88 subjects were recruited. 
Ethical Issues 
There are several important ethical issues to address in conducting this research. Firstly, 
the researcher introduced herself to individual subjects and explained the nature of the 
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study to the subject. Barrett (1995) recommended that the researcher should determine 
what information she wants to provide or would want a close relative to have to make a 
decision about participation in a study, la this study, giving too specific information 
could alter or affect a subject's response. Therefore, the subjects were told that the 
purpose of this research was to understand the psychosocial aspects of adjustment to 
hemodialysis rather than highlighting that the specific areas of study were patient's stress 
level, coping, social support and quality of life. This was done as giving a full description 
may lead to bias. The American Psychological Association's (1982) code of ethics states 
that the use of concealment is justified in view of the anticipated benefits to society and 
minimal risk involved to subjects. However, the researcher has to make a diligent effort 
to minimize the negative effects of concealment on participants and to assure that 
participants would always receive as much information as possible (Mitchell, 1996). 
Various measures were employed to protect the patient's rights. These included giving as 
much explanation as possible, respecting the patient's right to participate, discuss the 
costs and benefits of participation, guarantee confidentiality of the data collected and 
provide measures to minimize the chance from experiencing unpleasant feelings. 
Explanations of the study were provided in order to protect and respect the 
patient's rights. Thus, the procedure involved in collecting data was described in detail. 
This included pointing out that the subjects needed to complete the questionnaire while 
he or she was having dialysis treatment. Assurance was given to them that there would be 
no disturbance to the usual dialysis routine. Subjects were guaranteed there would be no 
consequences in terms of the health care that they received whether they participated or 
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not. Participation to this study was on voluntary basis. Patients were informed that they 
I 
had the right to terminate their participation, or refuse to give information at any time. 
The potential benefits and costs involved in this study were discussed. The 
subjects were told that information obtained might be helpful to others who have a 
similar condition. The time needed of approximately for forty-five minutes to complete 
the questionnaire was discussed. The process of subject selection was discussed with the 
patient. Subjects were told that a list of all hemodialysis patients who fitted the research 
requirements was developed with information provided by staff from the dialysis centers. 
They were also advised that all information obtained would be kept strictly confidential 
and only used for research purposes. Each eligible subject was then assigned a number 
and was randomly chosen to participate in the study. Subjects were guaranteed that being 
selected was purely a function of chance and there was no personal preference in the 
process of selection. 
As the research focused on psychosocial issues pertaining to patients' life-style, 
the subject may express unpleasant feelings during data collection. The investigator 
attended to these by allowing subjects to raise questions or concerns. If the subject 
experienced emotional situations or stress, the investigator would respond in a 
nonjudgmental and a supportive manner. The investigator respected the subject's right to 
terminate or withdraw from the interview. As Munhall (1988) stated “ the therapeutic 
imperative of nurSing takes precedence over the research imperative if conflict develops，， 
(P. 151). Thus it was the responsibility of the investigator to ensure subjects were free 
from undue distress. Moreover, the investigator also left her contact address so that the 
subjects could communicate with her later if they wanted to. Lastly, a written consent 
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Face-to-face personal interview was used as the method of data collection in this 
study. Vaus (1990) stated that different methods of data collection have their own 
strengths and weaknesses, the important thing was to identify the situations in which 
different approaches should and should not be used. Administrating questionnaires 
through face-to-face interview was used in this study with the following advantages. 
Firstly，since the researcher did not have access to individual's patient's address, 
the only feasible way to approach subjects was through the dialysis center. Although 
questionnaires can be sent by mail to eligible subjects through the dialysis center, there 
was no way of guaranteeing that questionnaires would reach to individual subjects or 
who would complete the questionnaire. Using face-to-face interview to administer 
questionnaire overcomes the problem of bias introduced to the sample through non-
response through mailed questionnaires (Vaus, 1990). 
Secondly, the presence of the investigator provided opportunities to explain the 
purpose of the study and to establish rapport. Schweigert (1998) regarded it as one of the 
advantages of using face-to face interview. This was particularly important when the 
questionnaire was long and items tended to be tedious (Dillman, 1978) or involved 
complex questions (Vaus, 1990). The investigator could use visual aids or clarify 
misunderstanding using follow-up questions through face-to-face interview. 
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Supplementary data could also be obtained through observation, which would be helpful 
in interpreting other responses (Polit & Hungler，1995). 
Furthermore, since the patient's arm was connected to the dialysis equipment, it 
was often not feasible or appropriate for them to fill in the questionnaire. The preference 
ofusing face-to-face interview was reflected and supported by findings in the pilot study. 
As it was expected that some patients may be elderly with no formal education or who 
were illiterate, it was decided to administer questionnaire by interview. Oppenheim 
(1992) stated that face-to-face interview is an effective means for data collection to those 
respondents who have language and reading difficulties. Thus, face-to-face interview was 
used for every subject to ensure consistency in data collection. 
Last but most importantly was that by having subjects complete the questionnaire 
when they were having dialysis treatment in the dialysis center, a standard condition for 
data collection was provided. Thus, the place, the condition of the patient and the time 
were the same for each subject. Questionnaires were distributed in a similar manner and 
every subject completed the questionnaire under the same criteria. Thus, factors such as 
being engaged with other business, being disturbed or interrupted, opportunities to 
consult others and,feeling not well which affect the response were minimized. 
It has been noted that in answering questionnaires by face-to-face interview, the 
social desirability of responses is an issue to be addressed (Oppenhiem, 1992). Many 
authors agreed that this problem was difficult to combat (Schweigert, 1998; Polit & 
Hungler, 1995; Oppenhiem, 1992; Bordens, 1996). tivestigators usually were forced to 
assume that the respondent was telling the truth in conducting face-to-face interviews 
(Wood & Haber，1994). Jn this study, measures were taken by the investigator in the data 
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collection process to address this potential problem. Subjects were told that there was no 
right or wrong answer and that a negative response was just as good as a good response. 
Subjects only had to pick up the response they thought was most appropriate and were 
free to express their honest opinion. Oppenhiem (1992) suggested that repeatedly 
emphasizing on the accuracy in responding helped to minimize the problem of having 
social desirability bias. 
Nevertheless, the presence of the investigator could affect the response of the 
subjects. Sometimes subjects might give a response that they believe would please the 
investigator or satisfy the investigator's expectations (Ray, 1997;Cormack,1996), 
resulting in response bias to survey questions. Although it has been suggested that this 
problem was inevitable, as the interview basically involved interaction between two 
people, Bordens (1996) suggested that the best way to combat this problem was to use 
interviewers who have received extensive training in interview techniques. Jn this study, 
I 
the researcher practiced and exercised the procedures for data collection prior the actual 
interview. This was done to gain experience and confidence in conducting face-to-face 
interviews. The researcher's performance was observed and a supervisor who was 
experienced in interviewing gave feedback. Jn addition, the researcher also sought other 
experience in carrying out interviews in the clinical setting during the pilot study. 
The day preceding the interview, the in-charge person of the dialysis unit would 
briefly explain to patients the purpose of the study and the period for data collection from 
the potential subjects. However, the center did not have any joint participation with the 
study. This allowed subjects to be informed of the procedures involved and to justify the 
presence of the investigator in carrying out the research studies. 
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Different strategies and techniques were used in attempting to reduce the 
interviewer bias. At the day of the interview, the investigator approached individual 
subjects in a polite manner. Then the researcher sat opposite to the subject and introduced 
herself to the subject. Explanation was given about the purpose, the way in which subject 
was chosen and the time involved in this study. This was done in a friendly and relaxed 
manner. Subjects were told that participation was on a voluntary basis and that the 
interview could be stopped at any time. lf the subject decided to participate, a consent 
form was signed before data was collected. Additionally subjects were advised there 
would be no consequence in terms of health services they received if they did not want to 
participate. The investigator maintained eye contact with the subject throughout this 
process to establish rapport. Oppenheim (1992) stated that it is important for the 
interviewer to appear open, friendly and trustworthy, not “cold，，or "official" but 
maintaining a professional attitude. This was essential in obtaining respondent's co-
operation in playing the role of “good respondent". 
Data was collected while the patients were having dialysis treatment. Jn 
consideration of the time needed for preparation of patients prior to dialysis and the after 
care such as removal of catheter, data was not be collected during the first 45 minutes 
after the beginning of the dialysis procedure or 30 minutes before its completion. This 
was to ensure that disturbance to the patient was kept to a minimum. The investigator 
placed the subjects into a comfortable position and sat near to them. This was to ensure 
that the interview could be carried out with as much privacy as possible. A single room 
would be arranged upon patient's request. Because data were collected by face-to-face 
personal interview, anonymity was difficult to achieve (Polit & Hungler, 1995). Thus, 
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subjects were guaranteed that all information would be kept confidential. Any 
information provided would not be released to anybody except for research purposes. The 
subjects were assured that there was no way that she or he could be identified from the 
data. 
The administration of questionnaires, including the order of questioning and the 
procedure for implementation were the same for each subject. Each subject was asked the 
same set of questionnaire, from item to item, in the same sequence and in a similar 
manner. This was done to ensure that each individual received standardized instruction to 
eliminate fluctuations in data that result from differences in when and how questions 
were .asked. Oppenheim (1992) stated that it was difficult to offer guidelines for the order 
ofquestions presented to the subjects, and that investigators had to make their choice and 
determine the question sequence by the survey problems and by results of pilot work. 
Cormack (1996) also suggested that question sequence should appear logical to the 
respondent. He recommended asking the most general, unrestrictive questions first before 
proceeding to more specific questions. 
The investigator first collected the subject's demographic data as Ray (1997) 
suggested that these questions are relatively innocuous which would put respondents at 
ease before asking more personal questions. Then, the investigator proceeded with asking 
the stress, coping, social support and quality of life questionnaire accordingly. This 
arrangement had been pretested and was supported in the pilot study. Questions were 
read exactly as they appeared in the questionnaire and responses were recorded. The 
investigator checked at the completion of the interview to ensure that no questions had 
been missed. Lastly, the subject was invited to give additional information after the 
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completion of questionnaires. The investigator recorded down all information given by 
subjects on a paper. Subjects were thanked for their participation in the research study. 
An outline of the study findings would be sent to them in due course if they were 
interested in the result of the survey. 
Pilot study 
A pilot study was carried out mainly to test the questionnaires and the feasibility 
of carrying out this research in the clinical setting. The pilot study took place in a non-
government renal center because this was the only one renal center among those agreeing 
to participate. Five hemodialysis patients participated in the pilot study and all of them 
answered the questionnaires. This number was considered as acceptable in view of the 
limited subjects available in the clinical situation and also for the purpose of this pilot 
study. 
The results indicated that all participants expressed no problem in understanding 
the terms used or the meaning of each item in the questionnaires. Neither nursing staff or 
the patients stated that the interview caused any disturbance to the dialysis treatment. 
Patients regarded the privacy provided was sufficient. Responses related to the 
instructions given to the participants were positive. Clear and concise explanation about 
the procedure was given. However, all patients preferred the researcher to speak out the 
questionnaire rather than they filled the questionnaire by themselves. The reasons were 
that some patients were illiterate while others said it was difficult for them to hold the 
pencil because their arms were connected to the dialysis equipment. The average time 
needed to complete the questionnaire was 40 minutes. All participants indicated that the 
I 
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duration was acceptable. The different parts of the questionnaires were presented in a 
random manner. Some patients reported that it was difficult for them to answer without 
focusing on specific topic and suggested re-ordering ofthe sequence ofquestionnaires. 
t i conclusion, it was feasible to carry out the study in clinical setting in view of 
the minimal disturbance caused. The objectives of having a pilot study were achieved. 
The main area of concem was the distributions of questionnaires. Revisions and 
modifications were made to address recommendations suggested by the participants, 
particular to the problem of presenting the questionnaires and the mode of carrying out 
the interview. 
Listruments 
Five instruments have been used in this study. These include: the Ferrans and 
Powers Quality of Life Index (QU>dialysis version (Ferrans, 1990; Ferrans & Powers, 
1985a; Ferrans & Powers，1993)，Hemodialysis Stressor Scale (Baldree et aI.,1982), 
Jalowiec Coping Scale-revised version (Jalowiec,1987) and the short form Social Support 
Questionnaire-SSQ6 (Sarason, I.G.，& Sarason, B.R.;1985). Demographic data were also 
collected. 
Since all instruments used in this study have been used previously with reported 
reliability and validity. It was necessary to ensure equivalence between the translated and 
original versions of the instruments and to establish reliability of the Chinese version. As 
recommended by Flaherty et al. (1988) before translation is commenced the original 
version of the tools were examined and the content and method of data collection were 
found to be relevant to Hong Kong hemodialysis patients. Equivalence between the 
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translated Chinese and original versions of the Jalowiec Coping Scale-revised version, 
SSQ6, the Ferrans and Powers Quality of Life Lidex (QLI)-dialysis version was achieved 
by means of back translation complemented with a pretest procedure. Reliability of the 
Chinese version of all these tools except the Hemodialysis Stressor scale was established 
by means of test-retest methods on a group of 44 nursing students. The reliability of the 
Chinese version of Hemodialysis Stressor scale reported in this study was based on the 
results obtained from three hemodialyis patients using the test-retest method. 
Translatiort of instruments 
As there are no standard criterion for judging the quality of translation, 
equivalence in meaning remains the most important parameter in translation quality 
(Zeng，1995). Several methods to assure translation adequacy have been described 
(Brislin & Freimanis, 1995). Jn particular, the back-translation technique described by 
Brislin (1970) has been proposed as the index for establishing semantic equivalence 
(Flaherty et al.,1988). Therefore, this method was used in the translation ofinstruments in 
this study. Attention was also given to the process of back translation with emphasis on 
preciseness, smoothness and conciseness in scientific translation (Yan, 1995). 
To ensure both the equivalence and quality of the Chinese version of the 
instruments, back translation was done twice (Brislin,1995). Firstly, the researcher 
translated the original English version into Chinese. Then, a translator with nursing 
background translated the Chinese version into English. The back-translated version was 
examined and corrected. Then another two independent persons with medical background 
performed this procedure again. Consensus was reached among these four people about 
the terms used and the meaning of the words in the scale that most resembled the original 
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English version in order to reach a final Chinese version of each instrument. To further 
enhance the validity of the Chinese version of the scale, a pretest procedure is carried out. 
The advantages of using this approach is to complement the back-translation process, 
reduce errors in future use and to ensure respondents in the proposed main sample really 
understand and comprehend the scale (Brislin, 1995). Since it is very difficult to recruit 
bilingual patients because the majority of patients on hemodialysis either are elderly who 
have not received much education and most patients did not know English. Only one 
bilingual patient on hemodialysis was invited to read both the English and Chinese 
version of the instruments. He was asked if that 1) the scales were clear and 
understandable. 2) Equivalence of the meaning of the Chinese version to the English 
version. The patient indicated that he fully understand the materials and had no problem 
answering the scales. He also stated that the instruments are properly translated. 
The reliability of the Chinese version of the QLI-dialysis version, SSQ 6 and The 
Jalowiec Coping Scale-revised version used in this study was established by piloting with 
a group of 44 nursing students by test-retest method. The use of nursing students as 
subjects in piloting was appropriate in view of their medical background. Students were 
asked to complete the Chinese version of the instruments and repeat the same test under 
the same condition at two weeks time. Test-retest reliability coefficients were obtained to 
support the consistency of the instruments used in this study. The reliability coefficients 
of instruments were described separately in the following sections. 
1 
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Data Collection Tools 
The selection of the instruments for this study resulted from a systematic 
evaluation of the psychometric properties of each instrument, the degree to which the 
instruments addressed the topic of this study and the applicability of the tools to the 
clinical situation. 
I 
The Hemodialysis Stressor Scale fBaldree. Murphv & Powers,1982) 
The Hemodialysis Stressor Scale was a 29-item scale used to evaluate perceptions 
of the incidence and severity of stressors associated with hemodialysis. This is the only 
stressor scale that is relevant for hemodialysis patients. It consists of a physiologic 
stressor subscale, with 6 items, and a psychosocial subscale, with 23 items. Jn part A, 
subjects were asked whether each of 29 items was a stressor by responding “yes” or “no”. 
Li part B, subjects rated the extent of being troubled by each of the 29 stressors on a 5 
points scale from “Not at aU，，to "A great deal". A total stressor scale score was obtained 
by summing the ratings for all items, with a higher score indicating a higher level of 
stress. The instrument has an established reliability coefficient of 0.71 (Baldree et 
aL，1982). Cronbach alpha coefficients for physiological and psychosocial subscales and 
the total score were 0.89，0.69 and 0.88 respectively (Murphy, Powers, & Jalowiec， 
1985). The reliability coefficient of the Hemodialysis Stressor Scale found in this study 
were ,0.63 for the physiologic subscale, 0.76 psychosocial subscale and 0.79 for the total 
score. 
Test-retest method was employed to determine the reliability of the Chinese 
Version of the scale. Because of the limited subjects available for this study, only three 
patients were randomly selected from the pilot study to repeat the scale after one week. 
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The mean scores observed on the two testings were similar, thus the Chinese version of 
the scale was considered as reliable. 
In response to the question raised about the content validity of the scale (Gurklis 
& Menke，1995), a panel of experts, including 21 nephronogists and 21 dialysis nurses 
are asked to critically review the scale and indicate whether they agreed or disagreed that 
the 29 items were stressors encountered by hemodialysis patients. The use of a panel of 
experts who have expertise in a given subject area to reveal the content validity of an 
instrument is well documented in the literature (Nieswiadomy, 1987). 
Results from the panel of experts showed that all items receive adequate support 
(range from 73.8% to 97.6% agreements) except the item offear of being alone. Because 
only about 50% ofpanel members did not consider this as a stressor for hemodialysis, the 
investigator decided to retain this item in the scale. Jn conclusion, the instrument was 
seen to be relevant and applicable in view of the consistency in response obtained from 
panel members. 
The Ferrans and Powers Oualitv of Life Index rOLDKiialvsis version 
(Ferrans.l990: Ferrans & Powers. 1985a: Ferrans & Powers^  1QQ9,) 
The Ferrans and Powers Quality of Life Index (QLI)-dialysis version (Ferrans, 
1990; Ferrans & Powers, 1985a; Ferrans & Powers, 1993) was used to measure quality of 
life. The dialysis version of the QLI consists of 70 items that were divided into two 
sections. The first section assesses how satisfied a subject is with 35 aspects of life, using 
a 6 point Likert scale ranging from very dissatisfied to very satisfied. The second section 
assessed the importance of those same aspects to the subject. A 6 point Likert scale 
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ranging from very important to very unimportant was used. There are 4 subscales: health 
and functioning (14 items), socioeconomic (10 items) ’ psychological/spiritual(7 items), 
and family (4 items). Scores are calculated by weighting each satisfaction response with 
ks paired importance response. Thus, the scores reflected not only the satisfaction with 
various aspects oflife, but also how much the subject values those aspects thereby giving 
a more accurate reflection of quality of life. This tool was selected for this study as it 
enables the measurement of aspects of quality of life that is specific to hemodialysis 
patients. That is it allows for both the subjective evaluation from individual patients of 
their present state of satisfaction towards various life domains and also for a full 
description of the aspects of life valued by hemodialysis patients. 
Overall scores and subscales scores are calculated by summing up all weighted 
items and subsets of weighted items respectively. The possible range for the total score is 
0-30，with a higher score indicating a better quality of life. Intemal consistency of the 
dialysis version of the QLI was supported by Cronbach alphas of 0.90 and 0.93 for the 
overaU scale, and 0.87，0.82，0.90 and 0.77 for the health and functioning, social and 
economic, psychologicaVspiritual，and family subscales respectively (Ferrans & Powers, 
1985a，Ferrans & Powers，1993). Stability reliability was supported by a test-retest 
correlation of 0.81 with a 1 month interval (Ferrans & Powers，1985a). The reliability 
coefficients of the Chinese version were recorded were: 0.89 for the overall scale, and 
0.91，0.86, 0.82 and 0.85 for the health and functioning, social and economic, 
psychologicayspirituaI, and family subscales respectively, using the test-retest method 
with a group of44 nursing student at two weeks interval. The reliability coefficient of the 
Ferrans and Powers Quality of life Index- dialysis version found in this study were 0.88 
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for the overall scale and 0.75, 0.78, 0.80 and 0.72 for health and functioning, social and 
economic, psychologicayspiritual, and family subscales. 
I 
The Jalowiec Coping Scale-revised version rJalowiec. 1987)  
The revised Jalowiec Coping Scale was a 60-item scale for examining the specific 
cognitive and behavioral coping methods used in response to stress. These 60 items were 
grouped into eight coping styles: confrontive, evasive, optimistic, fatalistic, emotive, 
palliative, supporting and self-reliant. Subjects rate the degree ofuse and effectiveness of 
each coping method on a 4-point scale from 0 (never used) to 3 (often used). Two main 
types of overall scores, the use score and the effectiveness scores can be calculated by 
adding the subject's response about the use and effectiveness of each coping method 
from all eight coping styles. The mean use and effectiveness score for a given coping 
style can be calculated by dividing the score for that coping style by the total number of 
items for that coping style. This instrument measures both the use and effectiveness score 
thus overcoming criticisms of other coping scales which measure only the frequency of 
the use coping methods. Moreover, a more comprehensive coping behavior could be 
identified through the use of eight coping styles instead of the conventional classification 
of coping methods into problem focus and emotional focus coping, 
Cronbach alpha reliabilities for the revised Jalowiec coping scale reported was 
0.88 for the overall scores measuring the use of coping methods and 0.93 for the overall 
scores measuring the effectiveness of the coping methods (Grady et al.,1993). Reliability 
coefficient for the total scores measuring the use and effectiveness of coping methods of 




group of nursing students at two weeks interval are 0.86 and. 0.81 respectively. The 
reliability coefficients of the scale in this study were 0.89 for the overall scores of the 
coping methods used and 0.84 for the overall scores of the effectiveness of coping 
methods. 
Social Support Questionnaire rSS06) 
This 6-item short form version of SSQ (SSQ6) was derived from the 27-item social 
support questionnaire developed by Sarason et al. (1983) to measure the availability of 
and satisfaction with social support. This tool determines the number of support persons 
available to an individual when she or he could tum to in times of need as well as 
satisfaction with support provided by these persons. The questions covered situations 
such as "Whom you can count on to console you when you are very upset?" The second 
part of each item measures the individual's degree of satisfaction with the perceived 
t 
support available in that situation. Lidividual responds using a six-point Likert scale from 
“very dissatisfied，，to “very dissatisfied”. High scores indicate more satisfaction with 
perceived support. Alpha coefficients for reliability are 0.97 for availability and 0.94 for 
satisfaction. Trady (1985) regarded this scale is probably most appropriate to assess the 
emotional support as most of the items are concerned with emotional support. This tool 
was chosen for this study because emotional support from confident or significant others 
are particularly important in helping chronic patient in adjusting to his>Oier illness. 
Moreover, a short tool with established validity and reliability was needed in order to 
minimize the number of items for the combined tools. This tool was chosen for this study 
because emotional support from confident or significant others are particularly important 
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in helping ESRD patient in adjusting to his/her illness (Burton et al.,1988). Moreover, a 
short tool with established validity and reliability was needed in order to minimize the 
number of items for the combined tools. The reliability coeffiecient of the translated 
version reported was 0.94 for the availability of support persons and 0.92 for satisfaction 
with social support using a group of nursing students to perform the scale at two weeks 
interval to test for reliability using test-retest method. The reliability coefficient was 0.70 
found in this study for the availability of support persons and 0.83 for the satisfaction 
with social support. 
Demographic Data 
Demographic data was collected as a means of describing sample characteristics. 
Part A involved the collection of personal particulars such as age, sex, marital status, 
education, employment, affiliation to support group and living conditions. Part B 
consisted of items measuring the history of illness and treatment characteristics such as 
duration on hemodialysis, other major health problems, use oferythopiotein, history with 
other forms of renal replacement therapy. 
Data Analvsis 
Descriptive and inferential statistics were used to analyse quantitative data whereas 
content analysis was used to analysis supplementary qualitative data. Frequency 
distributions were used to describe sample characteristics. Mean scores were calculated to 
measure the central tendency of the number and severity of stressors, use and 
effectiveness of coping methods, availability of support persons, satisfaction with social 
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support and total score for quality of life, tiferential statistics were used for hypothesis 
testing in this study. LiferentiaI statistics were used for hypothesis testing in this study. 
While there continues to b^ controversy as to whether Likert type scales should be treated 
as interval or ordinal data (Leong & Austin, 1996)，the investigator decided to treat the 
data from the tools in this study as interval data. This was supported by the fact that these 
scales have been treated as interval data in numerous other studies (Lok, 1996’ Ferrans & 
Powers, 1993; Baldree et aL,1982). Therefore, Pearson's product-moment correlation was 
used to determine the relationship between two study variables that had been measured at 
the interval level and Spearman's test for ordinal level of measurement such as 
demographic variables. Finally, multivariate statistical techniques were performed, using 
stepwise regression to determine the effects of stressors, coping and social support on 




The result of this study will be presented according to the level of analysis of 
research data. Descriptive statistics were used to summarize the sample characteristics 
and illustrate the response rate. Correlation analyses were carried out for hypotheses 
testing and to explore relationships among stress, coping, social support and quality of 
life, tiferential statistics were performed by regression analysis to explain and predict the 
contributions of these variables toward hemodialysis patients，quality of life. Content 
analysis was used to interpret supplementary qualitative data. The computer program 





Eighty-eight hemodialysis patients were enrolled in the study and eighty-five 
subjects completed the questionnaire, yielding a response rate of 96%. The final sample 
consisted of 32 center based and 53 hospital based hemodialysis patients. Three subjects 
were excluded from this study. One subject did not complete the questionnaires because 
of feeling unwell. The other two were excluded from final analysis, as they did not meet 
the inclusion criteria. 
The demographic characteristics for all subjects are presented in Table 1 using 
frequency distributions. Of the 85 hemodialysis patients participating in this study, 46 
(54.1%) were male and 39 (45.9%) were female. Chi-square test indicated there was no 
I 
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significance difference {% '=0.57, df=l) in the proportion for sex. The mean age of 
hemodialysis patients was 49.47 years. The youngest patient was aged 20 and the eldest 
was aged 80. Twenty-one (24.7%) patients were single while 57 (67.1%) patients were 
married. The remainder of the hemodialysis patients was either divorcees (7 %) or 
widowed (1.2%). For education level, 38 (44.7%) hemodialysis patients had received no 
formal or primary school education while 42 (49.4%) patients had received secondary 
I 
school education. Only five (5.9%) patients had received education up to tertiary level. It 
was found that 60 (70.6%) patients were unemployed while 25 (29.4%) patients were 
either full or part-time workers. The majority of the patients (90.6%) lived with their 
family and only 9.4% of patients lived alone or with friends. Jn regard to affiliation with 
any support group for ESRD patients, 63 (74.1%) patients stated that they did not join 
such a support group while 22 (25.9%) patients indicated that they were members of a 
support group. 
Li regard to the treatment cost, 72 (84.7%) patients reported that they received 
financial assistance for hemodialysis. The sources for this assistance were government, 
the Kidney Patients' Trust Fund or family members. Thirteen (15.3%) patients stated that 
they had no assistance and paid for all their own costs. 
The history of illness and treatment for the entire study group are presented in 
Table 2 using frequency distributions. The mean length of time on dialysis was 5.42 
(SD=5.29) years, with a range of 2 months to 17 years. On average, the time spent on 
treatment was 10.80 (§2= 1.4¾ hours per week. It was found that 81.2% patients 
received dialysis treatment twice a week and 18.8% patients received treatment three 
times a week. While 60 (70.6%) patients did not report any other health problems, it was 
I 
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noted that 25 (29.4%) patients reported other illnesses such as diabetes, hypertension, 
systemic lupus erythematosus and tuberculosis. Concerning the experience with other 
forms ofrenal replacement therapy, 52 (61.2%) patients reported that hemodialysis was 
the only form of dialysis treatment that they received. Twenty-six (30.6%) patients 
indicated that they had peritoneal dialysis before receiving hemodialysis. Three patients 
(3.5%) reported that they received home hemodialysis or had had a renal transplant. 
Another three patients (3.5%) reported that they experienced Continuous Ambulatory 
Peritoneal Dialysis (CAPD) and also had had a transplant before having hemodialysis. 
One patient (1.2%) had experiences with all the three major kinds of renal replacement 
therapy. When asking about the use of erythopioetin supplement, 56 (65.9%) patients 
indicated that they received erythopioetin injection regularly while 29 (34.1%) patients 




Frequency distributions for demographic characteristics ofhemodialvsis patients (N=85) 
Characteristics f ^  
I 
Sex 
Male 46 54.1% 
Female 39 45.9% 
Age 
20-40 23 27.1% 
40-60 40 47.1% 
60-80 22 25.8% 
Marital status 
Single 21 24.7% 
Married 57 67.1% 
Divorced 6 7.1% 
Widowed 1 1.2% 
Educational level 
No formal 11 12.9% 
Primary 27 31.8% 
Secondary 42 49.4% 
Tertiary 5 5.9% 
Employment 
Fulltime H 12.9% 
Part time 14 16.5% 
Unemployed 60 70.6% 
Member of support group for ESRD patients 
Yes 22 25.9% 
No 63 74.1% 
Live with 
Family 77 90.6% 
Friend 1 1.2% 
Alone 7 8.2% 
Financial support for the cost of dialysis treatment 
Yes I 72 84.7% 
No 13 15.3% 
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Table 2 
Frequency distributions for history of illness and treatment characteristics of 
hemodialysis patients (N=85) 
Characteristics £ ^  
Length of time on hemodialysis 
Less than 5 years 53 62.3% 
5-lOyears 14 16.5% 
More than 10 years 18 21.2% 
Length of time on Treatment (hours per week) 
8-10 46 54.1% 
11-15 38 44.7% 
More than 15 1 1.2% 
Numbers of treatment (times per week) 
Two ‘ 69 81.2% 
Three 16 18.8% 
Other major health problem 
None 60 70.6% 
Diabetes Mellitus 9 10,6% 
Hypertension 11 12.9% 
SLE 3 3.5% 
TB 2 2.4% 
History of other forms of renal replacement therapy 
None 52 . 61.2% 
Peritoneal dialysis 26 30.6% 
Home hemodialysis 1 12% 
Renal transplant 2 2.3% 
Peritoneal dialysis and renal transplant 3 3 . 5 % 
Peritoneal dialysis, hemodialysis and renal transplant 1 1.2% 
Use of erythopioetin 
Yes 56 65.9% 




The stress of hemodialysis patients was measured from two perspectives: the 
number and the severity of the stressors. The stressors were classified into two categories 
(Baldree, Murphy, & Powers;1982), namely the physiological and psychosocial stressors. 
The types and numbers of stressors that hemodialysis patients are confronted with are 
presented below. Li particular, the most and the least frequent stressors are identified. 
I 
Moreover, the stress level of hemodialysis patients is presented including the most and 
least severe stressors. Jn addition, the contributions of the two subscales to total stressor 
scores were analyzed. 
The number of stressors 
The number of stressors reported by subjects ranged from 5 to 29 (M= 20.14, SD  
=4.30) out of a possible total of 29. The most frequently reported stressor was loss of 
bodily function (96.5%). Other frequent stressors included limitation of fluid (92.9%), 
limitation of food (92.9%), uncertainty concerning the future (92.9%), limit on time and 
place for vacation (92.9%) and length of treatment (92.9%). All these stressors were 
classified as the psychosocial stressors in the stressor scale (Baldree, Murphy, & 
Powers;1982). The least frequently reported stressors were reversal with spouse in family 
roles, reversal with children in family role and fear of being alone. Table 3 shows details 
of the rank ordering of 29 stressors according to the frequency of occurrence. 
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Table 1 
Severity of Stressors Reported bv hemodialvsis patients 
Types of Stressor ‘ “~~Mean Std Deviation~~~ 
I 
Psychosocial stressor 
Cost factors 3. g i 1 21 
Change in family responsibilities 3.45 1.16 
Limit on time and place for vacation 3.29 1.27 
Change in body appearance 3.1 g 1 3 3 
Dependency on staff members 3.18 1 3 3 
Loss ofbodily function 3.16 1.58 
Limitation of food 3.11 1 21 
Decrease in social life 3.09 1.46 
Limitation of fluid 3.05 1.26 
Uncertainty concerning the future 3.04 1 17 
Literference in job 2.95 1.31 
Decrease in sexual drive 2.81 1.48 
Limitation of physical activities 2.62 1.39 
Transportation to and from the unit 2.24 1.21 
Length of treatment 2.21 1.33 
Sleep disturbances 2.14 1.30 
Dependency of physicians 2.01 1.09 
Reversal in family role with the children 2.01 1.22 
Limitied styles of clothing 2.00 1.05 
Frequent hospital admissions 1.59 1 00 
Fear of being alone l.73 120 
Decrease ability to procreate 1.71 1 15 
Reversal in family role with spouse 1.61 1.24 
Physiological stressor 
Arterial and venous stick 2.58 1 16 
Muscle cramps 2.58 1 24 
Itching 2.49 1.52 
Nausea and vomiting 2.36 1 11 
Fatigue 236 1:10 
Stiffening ofjoints 1.87 110 
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Table 1 
Rank Ordering of Stressors according to frequency of Occurrence Reported by 
hemodialysis patients 
Stressor* Class F J% 
Loss of bodily function Ps 82 96.5% 
Limitation of fluid Ps 79 92.9% 
Limitation of food Ps 79 92.9% 
Limit on time and place for vacation Ps 79 92.9% 
Length of treatment Ps 79 92.9% 
Fatigue ‘ P 79 92.9% 
Limitation on physical activities Ps 78 91.8% 
Uncertainty concerning the future Ps 78 91.8% 
Change in family responsibilities Ps 78 91.8% 
Decrease in social life Ps 77 90.6% 
Change in body appearance Ps 73 85.9% 
Arterial and venous stick P 69 81.2% 
Muscle cramps P 66 77.6% 
Dependency of physicians Ps 66 77.6% 
Cost factors Ps 64 153% 
Dependency on staff members Ps 65 16.5% 
Itching P 61 71.8% 
Sleep disturbance Ps 61 71.8% 
Stiffening ofjoints P 57 67.1% 
Mterfereinjob Ps 58 68.2% 
Transportation to and from the unit Ps 38 44.7% 
Limited to styles of clothing Ps 33 44 7 % 
Nausea and vomiting p 37 43.5% 
Decrease in sexual drive Ps 34 40.0% 
Frequent hospital admissions Ps 30 35.3% 
Reversal in family role with the children Ps 29 34.1% 
Reversal in family role with spouse Ps 28 32.9% 
Fear of being alone Ps 25 29.4% 
Decreased ability to procreate Ps 16 18.8% 
Ps=psychosocial stressor ； P=physiological stressor 
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The Severity of stressors 
The total score for severity of stressors ranged from 34 to 101 (M= 71.73, SD= 
13.86). The highest possible total score was 145. The most severe stressors were cost 
factors (M=3.81, SD=1.21), change in family responsibilities (M=3.45, SD=1.16), limits 
on time and space for vacation (M=3.29, SD=1.27), followed by dependency on staff 
members Q^=3.18, SD=1.33) and change in body appearance (M=3.18, SD=1.33). Table 
4 shows the mean level of severity of the 29 stressors reported by hemodialysis patients. 
Differences between the physiological and psychosocial stressor subscales 
The total mean score for severity of the psychosocial subscale was 59.99 (SD= 
11.90)，with the highest possible score being 115. The total mean score for severity of the 
physiological subscale was 11.74 (SD= 3.61)，with the highest possible score being 30. 
Because there were unequal numbers of items of psychological compared to 
physiological stressors within the scale, raw scores for severity were adjusted to test for 
differences in the two types of stressors (Baldree et al., 1982). The adjusted mean score 
for severity of the physiological subscale was 1.95 (SD=0.60) whereas the adjusted mean 
score for severity of psychosocial subscale was 2.60 (SD=0.51). It was found that the 
adjusted mean severity score for the psychosocial subscale was significantly higher than 





Two aspects of the coping behaviors of hemodialysis patients were assessed. 
These included the use of coping methods and their effectiveness. Coping methods were 
classified into eight coping styles, which was determined by Jalowiec (1987). They are 
the: Confrontive coping style (CCS), Evasive coping style (ECS), Optimistic coping style 
(OCS), Fatalistic coping style (FCS), Emotive coping style (EMCS), Palliative coping 
style (PCS), Supportant coping style (SCS) and Self-reliant coping style (SRCS). A brief 
description for each of the coping styles (Jalowiec, 1987) is attached in Appendix B. Data 
analysis focused on the use and the effectiveness of different coping methods by 
hemodialysis patients. Jn addition, the relative use and effectiveness of different coping 
styles was also reported. 
Use of coping methods 
The mean of the total scores for the use of coping methods was 53.81 (SD= 
20.19). The range of total scores obtained was 26-113, with the highest possible score 
being 180. The most-used coping methods were: “let time take care of the problem" 
0^=1.99’ SD=0.82), "accepted the situation because very little could be done，，(M=1.98, 
SC=0.91), "tried to handle things one step at a time" 0^=1.95, SD=0.89), “worried about 
the situation” (M=1.67, SD=1.14) and "told yourself that you were just having some bad 
luck” 0d=1.67, SD=0.98). The least-used methods included: “took medication to reduce 
tension” Q4=0.11, SD=0.46), “took a drink to make yourself feel better"0^=0.12, 
迎二0.52)，“did something impulsive or risky that you would not usually do" (M=0.12, 
SD=0.47), “get mad and let off steam" (M=0.14, SD=0.47), “ate or smoked more than 
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usual，，(M=0.21, SD=0.58). Table 5 lists details of the five most-used and five least-used 
coping methods of hemodialysis patient. 
I 
Table 5 
Five most-used and five least-used coping methods of hemodialysis patient 
Coping style Mean degree 
Coping Method Classification Of use SD  
Most-used methods  
Let time take care of the problem ECS 1.99 0.82 
Accepted the situation because very little could FCS 1.98 0.91 
be done 
Tried to handle things one step at a time CCS 1.95 0.89 
Worried about the situation EMCS 1.67 1.14 
Told yourself that you were just having some FCS 1.67 0.98 
bad luck. 
Least-used methods  
Took medication to reduce tension PCS 0.11 0.46 
Took a drink to make yourself feel better PCS 0.12 0.52 
Did something impulsive or risky that you EMCS 0.12 0.47 
would not usually do 
Got mad and let off steam EMCS 0.14 0.47 
Ate or smoke more than usual PCS 0.21 0.58 
Effectiveness of coping methods 
The mean total score for coping effectiveness was 44.74 (SD= 15.97) with a range 
of 16 to 96. The highest possible score was 180. The mean score for the frequency of use 
of coping method, together with the mean score of coping effectiveness indicates that 
subjects used few coping strategies that were not particularly helpful. The top five most 
effective coping methods that hemodialysis patients identified were: “let time take care of 




done” (M=1.68, SD= 0.82), "tried to handle things one step at a time，，（M=1.61, 
SD=0.90), "tried to get away the problem for a while" (M= 1.51, SD=1.01) and “tried to 
work out a compromise" (M=L42, SD=0.88). The five least effective coping methods 
identified included: “did something impulsive or risky that you would not usually do” 
(M=0.07, SD=0.34), “took medication to reduce tension" (M=0.07, SD=0.34), “get mad 
and let off steam" (M=0.09, SD=0.43), "exercise or took a drink to make yourself feel 
better"(M=0.11, SD=0.44) and "ate or smoked more than usual" (M=0.13, SD=1.01). 
Table 6 shows the means and standard deviations of effectiveness scores for each coping 





Effectiveness Score of sixtv coping methods identified bv hemodialysis patient 
Mean degree 
Coping method of Std. 
effectiveness Deviation 
I 
Confrontive coping style 
Tried to handle things one step at a time 1.61 0.90 
Tried to work out a compromise 1.42 0.88 
Practiced in your mind what had to be done 1.19 1.01 
Tried to look at the problem objectively and see all sides 0.59 0.90 
Set up a plan of action 0.58 0.90 
Thought out different ways to handle the situation 0.58 0.85 
Tried to find out more about the problem 0.46 0.75 
Tried to keep the situation under control 0.45 0.81 
Leamed something new in order to deal with the problem 0.36 0.72 
Tried to change the situation 0.34 0.76 
Evasive coping style 
Let time take care of the problem 1.71 0.81 
Tried to get away from the problem for a while 1.51 1.01 
Tried to put the problem out of your mind and think of 1.19 0.99 
something else 
Put off facing up the problem 0.91 0.93 
Wished that the problem would go away 0.93 1.00 
Tried to ignore or avoid the problem 0.76 0.93 
Waited to see what would happen 0.69 0.93 
Daydreamed about a better life 0.60 0.93 
Avoided being with people 0.46 0.76 
Told yourself that this problem was really not important 0.40 0.76 
Slept more than usual 0.39 0.73 
Tried to get out of the situation 0.35 0.67 
Told yourself that the problem was someone else's fault 0.24 0.57 
Optimistic coping style 
Told yourself not to worry because everything would 1.27 0.99 
probably work out fine 
Tried to keep your life as normal as possible and not let 1.24 0.98 
problem intefere 
Thought about the good things in your life 1.12 1.00 
Tried to see the good side of the situation 1.08 1.00 
Tried to think positively 1.04 0.94 
Compared yourself with other people who were in the same 0.85 1.04 
situation 
Told yourself that things could be much worse 0.73 0.90 
Hoped that things would get better 0.56 0.87 
Tried to keep a sense of humor 0.46 0.85 
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Continue Table 6 
Mean degree Std. 
Coping Method of Deviation 
effectiveness 
Fatalistic coping style 、 
Accepted the situation because very little could be done 1.68 0.82 
Told yourself that you were just having some bad luck 1.29 0.97 
Resigned youself to the situation because things look 1.09 1.00 
hopeless 
Expected the worst that could happen 0.89 0.91 
Emotive coping style 
Get mad and let off steam 1.68 0.82 
Worried about the problem 0.75 0.89 
Blamed yourself for getting into such a situation 0.58 0.84 
Took out your tensions on someone else 0.52 0.81 
Did something impulsive or risky that you would not usually 0.07 0.34 
do 
Palliative coping style 
Tried to distract yourself by doing something that you enjoy 1.16 1.02 
Used relaxation techniques 0.56 0.99 
Ate or smoked more than usual 0.16 0.53 
Exercised or did some physical activity 0.13 0.46 
Took a drink to make yourself feel better 0.11 0.44 
Took medications to reduce tension 0.07 0.34 
Supportant coping style 
Talked the problem over with family or friends 1.01 1.02 
Talked the problem over with people who had been in a 0.93 0.99 
similar situation 
Talked the problem over with a professional person 0.64 0.84 
Depended on other to help you out 0.62 0.83 
Prayed or put your trust in God 0.46 0.92 
Self-reliant coping style 
Tried to keep your feelings under control 1.13 0.94 
Wanted to be alone to think things out 1.09 0.93 
Kept your feelings to yourself 1.08 0.90 
Preferred to work things out yourself 1.02 0.98 
Tried to improve yourself in some way so you could hand 0.79 1.01 
the situation better 
Thought about how you had handled other problems in the 0.78 0.98 
past 
Told yourself that you could handle anything no matter how 0.72 1.01 
hard  
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Relationships among the eight coping styles and the total scores for the use and 
effectivenss of coping methods 
The total score for use of coping methods was also found to be significantly and 
positively correlated with total score for coping effectiveness (v_= 0. 91，这< 0.01). No 
significant relationship was found between the total score for use of coping methods to 
the effectiveness scores for fatalistic coping style and emotive coping style. Jn addition, 
no significant correlation was found between the total score for the effectiveness of 
coping methods and the score for the use of fatalistic coping style. Fewer significant 
I 
correlations were found between the use and effectiveness of emotive coping style and 
fatalistic coping styles with other coping styles. Details of the interrelationships among 
the eight coping styles in terms of their relative use and effectiveness were described in 
the correlation matrix in table 7. 
Social Support 
The mean number of persons providing social support reported by hemodialysis 
patients was 1.39 (SD=1.26). The minimum number of support persons available was 
zero while the maximum was six. Support persons mainly included spouse and family 
members, others included friends or members of the renal support group. However, 
medical staff like doctors and nurses had not been identified as persons who provided 
emotional support. The mean score for satisfaction with social support was 3.83 
(SD=1.22). The highest possible score obtained was six. 
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Quality of life 
The mean overall score for quality of life was 17.36 (SD=2.60). The mean scores 
of the four subscales were as follows: health and functioning (M= 16.80，SD=2.91), 
psychological and spiritual (M=15.63, SD=3.55), socioeconomic (M=16.32, SD=3.2) and 
the family (M=21.90, SD=4.2). Differences between subclass were tested using paired t-
test and the results indicate that the mean scores for the family subscale was significantly 
higher than the means for other three subscales: health and functioning (i =8.69, ^ <0.001, 
























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Further correlation analyses were performed to calculate the magnitude of the 
hypothesized relationships among stress, coping, social support, quality of life and 
demographic variables. Spearman's rank correlation coefficient or Pearson product-
moment correlation coefficients were used according to the level of measurement of the 
study variables. The Spearman's rank correlation coefficient was used for ordinal level 
data while Pearson product-moment correlation coefficent was used for interval or ratio 
data. The results are summarized as follows. 
Relationships between physiologic stressor with use and coping effectiveness 
The physiologic stressor subscale was found negatively correlated with the total 
score for the use of coping methods (r_ = -0.24, ^<0.05), mean score for the use of 
confrontive coping style (v = -0.24，^<0.05) and mean score for the use of self-reliant 
coping style (r = -0.26，^<0.05). No significant relationship was found between the 
psychosocial stressor subscale with the use and effectiveness scores for coping. 
Relationship between length of time on treatment and coping effectiveness 
I The hypothesized relationship between length of time on treatment to overall 
coping effectiveness score was tested using Pearson correlation coefficient. A negative 
correlation was found between length of time on dialysis with the overall score for coping 
effectiveness (r = -0.23,巨< 0.05) and the overall score for the use of coping methods (r = 
-0.33,忍< 0.01). ln particular, a negative correlation was found between length of time on 
treatment with the use and effectiveness of several coping styles (Appendix A). A 
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positive correlation was found between the length of time on dialysis and the overall 
score for quality of life scale (r =0. 23,忍< 0.05), health and functioning subscale of 
quality of life score (v_= 0.24, ^ <0 .05) and satisfaction with social support (^= 0.31,这< 
0.01). No significant relationship was found with total stressors score and the number of 
persons providing social support. 
Relationship between the numbers of stressors and satisfaction with social support 
Pearson correlation coefficient was used to test the hypothesized relationship 
between the number of stressors and satisfaction with social support. A positive 
correlation was found between the number of stressors to satisfaction and social support 
te = 0.23，2< 0.05). Besides, the number of stressors were also found to be significantly 
and positively correlated with age (v = 0.32,忍< 0.01), physiological stressors fe = 0.42, 
U< 0.01) and psychosocial stressors subscale (r = 0.61，^< 0.01). 
Relationship between total stressor score and qualitv of life 
Li regard to the hypothesized relationship between total stressor score and quality 
of life stated in hypotheses 3，no significant correlation was found. However, a negative 
correlation was found between the psychosocial subscale and the overall score for quality 
of life scale (r = -0. 21,^<0.05), the quality of life psychological/ spiritual subscales (r = 
-0.22，^<0.05) and the socioeconomic scale (r = -0.24, ^<0.05). The total stressor score 
was negatively correlated with the two subscales of quality of life: the socioeconomic (j = 
-0.22，2< 0.05) and the psychologicaV spiritual (r = -0.21, ^< 0.05). Jn addition, a 
significant positive correlation was found between total stressor score to physiological 
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(r = 0.63, 2< 0.01), psychosocial stressor subscale (i = 0.97, ^< 0.01) and number of 
t 
stressors (r = 0.63，总< 0.01). Experience with other forms of renal replacement therapy 
was found to be positively correlated with psychological /spiritual domain of quality of 
life (r = 0. 34,^<0.01). 
Relationship between coping effectiveness and satisfaction with social support 
Pearson correlation coefficient was performed to test the hypothesized 
relationship between coping effectiveness and satisfaction with social support. No 
significant relationship was found. However, a negative correlation was found among the 
effectiveness score for self-reliant coping style (s = -0.24,忍< 0.05; r = -0.22,2< 0.05), the 
use score of emotive coping style (v = -0.22, 2< 0.05) and the total score for the use of 
coping methods (r = -0.26，2< 0.05) with satisfaction with social support. A correlation 
matrix is presented to portray relationships among study variables tested for hypotheses 
2-4 in table 8. 
I 
Relationship between age with coping effectiveness and quality of life 
The relationships between age with coping effectiveness and quality of life stated 
in hypothesis 5 & 6 were tested using Pearson correlation coefficient and no significant 
relationships were found. However, age was found to have a significant, negative 
correlation with the family subscale of quality of life (r = - 0 . 2 8 ,忍 < 0 . 0 1 ) and negative 
correlation with the use score of fatalistic coping style (1 = - 0 . 2 2 ,込 < 0 . 0 5 ) . Furthermore, 
age was significantly and positively correlated with marital status (n = 0 . 5 2 ,这 < 0 . 0 1 ) but 
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negatively correlated with education (is = 0.35,忍< 0.01) when Spearman's rank 
































































































































































































































































































































Although correlation analysis identified relationships between stress, coping, 
social support and quality of life, it did not indicate their functional relationship. Thus, 
regression analysis was carried out in order to understand whether stress, coping, social 
support, and other demographic variables help to predict the quality of life of 
hemodialysis patients. Stepwise multiple regression was used to evaluate the contribution 
of each independent variable (Portney & Watkins, 1993). The purpose of using this 
sequential approach is to provide an objective method to select the smallest numbers of 
study variables that would maxmize the prediction of quality of life of hemodialysis 
patients. Results of the regression analyses are presented below. 
Stepwise regression 
The total score of the quality of life measure was selected as the dependent 
variable in the regression equation in order to address the hypothesis. The selections of 
independent variables are based on theoretical relationships with the dependent variable 
(Tabachnick & Fidell, 1989; Schroeder, Sjoquist & Stephan, 1986; Polit & Hungler, 
1995) and their clinical significance (Linct, 1995). Theoretical relationships take into 
account both the statistical and hypothetical aspects between the independent and 
dependent variable. Consideration for choosing independent variables into the equation 
was based on correlation with the dependent variable with condition that these 
independent variables were uncorrelated with each other (Polit & Hungler, 1995)， 
together with the their hypothetical association in Lazarus model of stress and coping. 
Three independent variables that fulfilled the above conditions were added into the 
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equation. They were: psychosocial stressor, use of emotive coping style and satisfaction 
with social support. Other variables added included were sex, length of time on dialysis, 
age, employment, diabetes millitus, hypertension, and financial support for cost of 
treatment and history of other forms of renal replacement therapy. They were included in 
consideration of their potential effect towards the quality of life of hemodialysis patients 
in terms of socio-economic or health aspects of life. Tabachnick & Fidell (1989) stated 
that selecting variables under empirical considerations was regarded as a method to help 
explaining phenomena that little was known to the subject matter. Thus, the inclusion of 
these variables was appropriate to helps indentifying predictors of quality of life specific 
to hemodialysis patients in Hong Kong. Finally, there were total eleven variables were 
added to the equation. 
Stepwise multiple regression was carried out to produce a minimum set of 
predictors that would explain the quality of life of hemodialysis patients. It was found 
that the four independent variables retained were the length of time on treatment, sex, use 
of emotive coping style and age. These four independent variables account for 20% 
variance in hemodialysis patient's quality of life (see Table 9). 
Table 9 
Stepwise multiple regression analvsis to predict qualitv of life fN=85) 
Variable 
(Entered) R ^ F-vaIue P  
Length of time on treatment 0.23 0.05 4.77 < 0.05 
Sex 0.32 0.10 4.94 <0.01 
Use of emotive coping style 0.39 0.15 4.87 <0.005 
Age 0.44 0.20 5.06 <0.001 
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Supplementary qualitative data 
The purpose of collecting the qualitative data was to enrich the quantitative part 
of this study. Subjects were invited, after completion of the questionnaire, to share their 
concems or feelings with the investigator. The investigator wrote down or recorded all 
data from the interviews and asked the subjects to review the content to assure 
completeness of the coverage. A sample interview script was attached in Appendix C. 
Content analysis was used for data analysis. It was used with interview data by means a 
variety of technique for making inferences from text data (Bernard, 1988). Firstly, the 
unit of analysis identified was an each entire sentence recorded from the subjects. Words 
or phrases that had similar meanings were classified under the same category. Categories 
were developed based on the whether the issue was relating to stress, coping, social 
support or quality of life. Conditions that guide the coding of data into these categories 
were based on the definitions used to describe these concepts in this study. For example, 
skin itchiness and cramps are categorized as a physiologic stressor (Baldree et aI.,1982). 
Although using a prior framework has been criticized as prematurely close off other ways 
of organizing data that were more illuminating, it was a practical approach which offer 
key concepts for data analysis (Sandelowski, 1995). Thus, categories were developed for 
common themes after reviewing all transcripts. Establishing the validity of categories was 
achieved by inviting a renal nurse to review all transcripts and categories indicated that 




Four major categories were identified: physiologic and psychosocial stressors, 
restrictions with daily living, treatment related stressors and concerns with renal 
transplantation. Physical symptoms like itchiness of skin, cramps and nausea and 
vomiting were perceived as moderately distressing. Some patients suggested that weather 
change, food intake and treatment bring about itchiness of the skin. Disturbance in sleep 
from skin itchiness was regarded as troublesome by hemodialysis patients. Other 
physiologic stressors such as cramps, nausea and vomiting were commonly experienced 
especially when patients were receiving their dialysis treatment. However, the effects of 
these stressors in terms of occurrence and severity varied. 
Sleeping difficulties were common complaints of hemodialysis patients. 
Difficulty in falling asleep and early wake up were the two major prevalent features. 
Many patients described their quality of sleep as not satisfactory. Too much sleep during 
daytime or having no peace of mind were reasons given for the sleeplessness. However, 
no subject reported any use of sleeping pills or other measures to promote their sleep. 
The psychosocial stressors were associated mainly with the restriction in fluids 
and food. There were great differences reported in the compliance with food and fluid 
consumption. Some patients reported that they never adhered to the regimen because no 
matter what they ate or drank, they still have to receive dialysis. However, some patients 
adhered to the dietary and fluid restriction strictly but found it was difficult to comply 
with the regimen during summer. Trial and error was a strategy to leam the limits that the 
patient could tolerate. If no undesirable effect was experienced during dialysis after 
I 
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taking in that particular type of food or fluid, the patient would consider the level of 
consumption was acceptable and desirable. One patient described his experience: 
You will know the "punishment" when you must eat something wrong when you 
feel so sick while having dialysis. You feel dizzy and want to vomit. I guess it 
was because I ate too much roast pork yesterday. I dare not to do that again 
(Subject l i ) 
Although a few patients reported no limitation was experienced regarding their 
usual daily activity, many patients felt unable to carry out daily activities such as lifting 
heavy objects and walking upstairs. For those who expressed limitations in physical 
activity, they regarded household chores such as cleansing windows, mopping the floor 
were strenuous exercise. Having shortness of breath and feeling tired restricted patients 
from going out, thus, some elderly patients said that they were home bound. Another 
issue raised by reduced physical activity was restriction in having a vacation. Financial 
difficulty, having no interest or disturbance to routine dialysis treatment was the reasons 
given for hemodialysis patients preferring not to have a vacation. Some patients said the 
debilitation in their body restricted them from going out even for a short-trip vacation. 
The length of time on treatment was the most severe stressor perceived by 
hemodialysis patients. Patients described their feelings towards the length of time on 
treatment as boring, abhorrent and troublesome. The length of time was considered too 
long over which patients had no control, they had to comply with the schedule. One 
patient reported that he preferred to have the treatment during the nighttime in order to 
minimize disturbance to daily activity. This was especially important for hemodialysis 
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patients who were working. One patient expressed fear of losing his job because of 
frequent and fixed dialysis schedule. Some patients said they have shift duties or 
I 
permanent night duty in order to fit in with the dialysis schedule. A number of patients 
said they simply chose not to work. A few patients were concerned that the subsidy for 
treatment costs would lessen in the future and worried lessens the expensive cost for 
transportation to the dialysis center. However, positive feelings towards dialysis were 
also reported in this study. One patient reported that she felt safe when she came to the 
dialysis center. Although doctors may not be always available, the presence of nurses 
gave her a sense of security. Some patients reported having accepted and incorporated the 
treatment schedule into their daily routine. 
A number of patients said they wanted to take the risk of receiving transplantation 
in China if only they had enough money. However, it was impossible for them to raise 
the money for this treatment cost. A patient talked about his wish: 
I want to have transplanatation done in China, even people said it was risky. You 
know, it'sjust like gambling. Either you win or lost but that really doesn't matter. 
Anyway, it is better than just staying here waiting death to come. But it was just 
impossible for me to raise such large amount of money. I really cannot afford it. I 
heard from others that the cost for transplantation gone up to two hundred 
thousand dollars. (Subject 32) 
It was noted that there were many factors that hinder hemodialysis patients from 
I 
actively seeking transplantation. One patient said that he wished to receive kidney 
transplantation but was told by the doctor that he was too old. Some patients worried 
about the function of the new kidney after having transplantation whereas some refused 
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donation from living relative. Seeing others who had complications after transplantation 
especially from China and the lack of donors were given as reasons further inhibiting 
hemodialysis patiehts from actively seeking this kind of therapy. There were patients who 
reported that they did not know how to get information about this treatment modality. Li 
addition, one patient mentioned the low possibility of home hemodialysis because of the 
lack of carer and the costly dialysis machine. 
Social support 
Three categories were developed under the domain of social support: avoidance 
of social contact, feelings about social support, relationship with support persons. The 
change in bodily appearance was reported to be related to social isolation. Patients 
indicated that the dark yellowish skin color gives others an impression of being ill. One 
patient reported that she looked much older than she was. Another patient said he never 
looked at himself in the mirror because he could not accept the change in his appearance. 
Becoming thinner or puffiness over the face was another sign of being sick, therefore, 
patients preferred to stay at home rather than going out to meet their friends and thus 
avoid embarrassment. The presence of the arterio-venous shunt was also perceived as a 
barrier to participating in social activities. Wearing a long sleeved shirt was the usual way 
to cover up the shunt and were not for protection butjust to avoid others seeing the shunt. 
Hemodialysis patients felt that people would be scared or frighten by the awkward 
appearance of an AV shunt. 
Negative aspects of social relationships were reported by a number of 
hemodialysis patients. Many patients said they rarely engaged in any social activities. It 
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was not unusual that hemodialysis reported having less and less friends since they had 
become ill. One patient stated that ESRD had destroyed his relationships with his friends. 
A number of patients reported that they did not meet their friends because of feeling tired 
or simply not being in the mood to do so. One patient said k was risky to let people know 
you were sick and needed help because sympathy or discrimination by others may caused 
threats to one's self-esteem. Therefore, it was difficult for some patients to maintain a 
normal and satisfactory relationship with their friends and relatives. 
There were different beliefs held among patients regarding the seeking of support. 
Although some hemodialysis patients refused support from others, only two patients in 
this study sought help by actively participating in support group. Many patients described 
it as shameful while some reported that they do not want to bother others because they 
would never be able to repay support persons for their help. A few patients were 
convinced that sharing was not helpful in dealing with their problems. Listead, patients 
reported feelings of guilt and believed that they were creating trouble and adding burden 
to their families. Hemodialysis patients were also reluctant to talk about their concerns 
and feelings to their friends, relatives, health professionals and even their significant 
others. One patient said nobody in the world would ever understand the kind of suffering 
I 
he had, not even his wife. In order not to put more hardship on the family, he refrained 
from talking in a negative way. A elderly female patient talked about her feelings about 
his son: 
Ijust could not put any further strain on him (son). My husband died several years 
ago and I had to rely on my son. You know, he has to support his own family and 
to pay for the mortgage. I could not use any more of his money. I know he is 




The type of coping methods used was quite consistent among hemodialysis 
I 
patients. Coping method was mainly relying on oneself. The coping methods used for 
hemodialysis patients were going to the park, sleeping, shopping, reading the newspaper. 
、 i 
A number of other activities such as listening to the radio or music, praying, reading 
books, eating and playing computer games were also mentioned. One patient reported 
that she would look out from the window and keep silent. A few patients reported that 
crying was the coping method that they used frequently. It was found that most patients 
would rely on themselves to cope with the unhappiness. Such practices were within one's 
control and did not rely on support from others. One patient said: 
I switched on the radio loudly. It helps me to forget all the unhappiness. Actually 
I don't know what was it about (the program on the radio). Ijust want to have 
something around because time passes so slowly ( Subject 44). 
I 
Quality of life 
Three categories of quality of life were identified: acceptance, maintain control of 
one's life and feeling of hopelessness. Many patients brought up dissatisfaction with life 
as a consequence of having ESRD and dialysis. The feeling of helplessness and 
powerlessness overwhelmed the patients，life. Patients had no control over either his 
health or his life. Everything seemed to be unchangeable; thus, patients lost interest in 
pursuing a better quality of life and gave up things like personal goals or career 
achievement. A patient describes his life like this: 
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It not up to you now. It is no use thinking of this or that. Everything is fixed. I 
don't know how long I will live and I dare not to think about it. Fm useless 
(Subject 63). 
I 
Living day to day, accepting the reality was noted by most respondents as the 
only feasible option to cope with the unbearable heaviness of life. A few patients 
expressed suicidal ideation claiming that it was better not to live. Despite many patients 
being pessimistic about their situation, a few patients looked at the positive side by never 
giving up, faced the reality and gained as much independence as possible. However, the 





Discussion and Conclusions 
The findings of this study indicate that hemodialysis patients in Hong Kong perceived 
their quality of life as low. Given the presence of the large amount of stress confronting 
the patient, positive adjustment to illness was difficult to achieve. The alarming high 
numbers of stressors as well as the severity reported demonstrated the inability of patients 
to cope with these demands. The used of few coping methods that were not particularly 
helpful, together with moderate level of satisfaction with social support verified the 
outcome or situation of hemodialysis patient was not optimistic. Detail discussions about 
stressors, use and effectiveness of coping methods, social support and perceived level of 
quality of life were included. Moreover, factors that effect coping effectiveness and social 
support were revi|ewed. t i addition, relationships among stress, coping, social support 
and quality of life were analyzed and lastly predictors of quality of life were studied. 
Stressors 
The level of severity of stressors for ESRD patients in this study is similar to that 
of Baldree et al. (1982) but not to other studies (Bihl et al., 1988; Gurklis & Menke, 
1988). The severity of psychosocial stressors in particular, was comparatively higher than 
in previous studies (Bihl et al.,1988; Gurklis & Menke, 1988). The findings indicated that 
physiologic stressors were less severe than the psychosocial stressors, indicating that 
hemodialysis patients may not perceive their health to be troubled by physiological 
problems. The high level of satisfaction with the health and functioning domains of 
quality of life reported in this study gave support to this notion. 
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The most frequently reported stressors identified in this study differed from 
previous studies (Lok, 1996; Baldree et al.,1982; Gurklis & Menke，1988). In this study, 
the five most frequent and severe stressors identified were psychosocial stressors, 
indicating that the origins of stress were presumably psychosocial in nature. This was 
consistent with Stapleton (1992) who reported that psychosocial stressors comprised the 
majority of the stressors experienced by ESRD patients. However, the five most 
I 
frequently identified stressors found in this study, namely the loss of bodily function, 
limitation of fluid and food, limit on time and space for vacation and length of treatment 
were not compatible with that of previous studies (Baldree et al.,1982; Gurklis & Menke, 
1988; Lok, 1996). This may be due to differences in the appraisal of stress because of the 
variability in situation and person (Lazarus & Folkman，1984). 
Li contrast to previous studies, it was found that loss of bodily function was 
ranked as the one of the frequent and severe psychosocial stressor. In this study, 
hemodialysis patients interpreted loss of bodily function either subjectively or 
objectively. The objective dimension of loss of bodily function simply meant the loss of 
physiological function of the kidney. However, the subjective perception of loss of bodily 
function implied an impaired person. This highlights the importance of body function in 
perceiving the presentation of the whole self (Heller, Flohr & Zegans, 1989). Heller et al. 
(1989) pointed out that losing control of the body threatens one's competence, identity, 
status and power because of a hampered ability to carry out self-motivated goals in terms 
I 
of one's physical resources. This would lead to feelings of uselessness and worthlessness. 
While loss of bodily function is likely to lead to both psychological and physiological 
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stress, it is unclear why this stressor is categorized as a psychosocial stressor (Baldree et 
al., 1982). 
The other most frequently ranked stressors were associated with activities of daily 
living. Limitation of food and fluid have been commonly identified stressors for 
hemodialysis patients (Czaczkes & Kaplan-DeNour，1978; Baldree et al.,1982; Bihl et al., 
1988). Compliance with fluid and dietary restrictions were considered as troublesome 
among chronic hemodialysis patients (Keane, Prue, & Collins,1981; Yanagida, Streltzer, 
& Siemsen, 1981) with strict adherence to the regimen being uncommon (O'Brien, 
1990). O'Brien (1990) argued that non-compliance with food and fluids by hemodialysis 
I 
patients carries a meaning of rebellion, and possibly denial of illness. Dialysis patients 
leam to manipulate the system especially about dietary and fluid restriction in order to 
suit their lifestyle and it takes time to know their level of tolerance. 
Several subjects identified that restriction of food and fluid was a barrier that 
hindered their participation in social activities, such as wedding parties and gatherings 
thus diminishing their social contacts and introduce sense of isolation. Patients fear being 
embarrassed on such occasions where the consumption of food and fluid are marked. 
Thus, dietary restrictions have been reported as causing frustration (Wong, 1997). 
Therefore, the nature of food and fluid restrictions should be recognized as psychosocial 
in nature as proposed by Baldree et al. (1982) rather than a combination of psychosocial 
and physiological nature suggested by Gurklis and Menke (1988). 
Limitations on the time and place for vacation were considered as a frequently 
reported stressor. Since most patients received dialysis treatment two to three times a 
week, it made long vacations impossible. Another highly ranked stressor was the length 
I 
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of time on dialysis. The number of hours that patients were on hemodialysis treatment in 
this study was similar to the usual twelve hours (Chugh & Jha, 1995). The significance 
of length of time on treatment as a stressor is likely to be exacerbated by the repeated, 
never ending dialysis appointments over which they had no control. Payne and Walker 
(1997) pointed out that the ongoing, frequent and repetitive nature of these stressors is 
likely to produce psychological distress to the patient. 
Despite the fact that nearly 85% of subjects in this study received a subsidy for 
the treatment expenditure, hemodialysis patients regarded the cost factor as the most 
severe psychosocial stressor. Cost factor has not been reported as an important stressor in 
previous studies. It may be that patients in this study have highlighted the powerlessness 
experienced by hemodialysis patients because of the high medical expenditure of dialysis 
treatment. It is noted that financial support is based on the assessment of the patients on 
medical and utilitarian principles (Wong, 1997; Chung & Jha，1995). The terms of 
subsidy vary among individuals according to the result of assessment, thus financial 
assistance given may not meet the expectation of the patients. Some patients have even 
been rejected for subsidy because scarce resources had to be reserved for more desperate 
cases (Survey Report on Medical Expenses of Renal Patients, 1993). Therefore, stress 
was experienced when patients could not anticipate how long this financial burden would 
last, if they had to pay on their own or what would happen if financial assistance were 
reduced for those patients benefiting from the policy. Future research has to examine the 
contribution of cost factors on patient's quality of life, taking into account the reduced 
eaming power of the chronically ill. 
101 
Furthermore, chronic illness often affects the patient's ability to work. It was 
indicated in this study that only 30% of subjects had either a full time or part time job. 
There are barriers to many people with chronic illness in finding and keeping a stable job 
(Chan et al, 1992) and for hemodialysis patients, these barriers include regular 
hemodialysis treatment, discrimination by employers and patient's educational level. 
Vocational rehabilitation was particularly poor in hemodialysis patients (King, 1994). 
The notion that being sick could legitimately exempt individuals from fulfilling career 
roles rather than managing their career within illness appeared to be more prominent in 
the qualitative data of this study. Patients were more likely to adjust themselves to fit in 
the sick role by simply choosing not to work. This result was similar to that of Kaplan-
DeNour and Czaczkes' study (1975) that sick people who were unemployed believed that 
they could not function as well as those who are well. A previous study revealed that over 
80% of hemodialysis patients had changed their employment status since the onset of 
illness (Law et al, 1995). However, it remains unclear which factor contributes more to 
the unemployment rate of hemodialysis patients. It may be that environmental factors 
discourage patients from seeking employment or that patients' perception of the severity 
of their illness may be affecting their employability. 
Other highly stressful items included change in family responsibilities, limited 
time and place for vacation, dependency on staff members and change in bodily 
appearance. These findings were not similar to previous studies (Baldree et aL,1982; 
Fuchs & Schreiber, 1988). Alteration in health status required significant adjustments in 
carrying out various roles, especially in marital relationships and family responsibilities 
(Binik, 1983; Wong, 1997). Strains were seen for patients in middle adulthood where the 
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double responsibilities of caring for children and elderly parents were common (Papalia 
& Olds’ 1992) the latter being particularly important in the traditional Chinese family in 
Hong Kong (Chow, 1983). The pressure was enormous when the patient was the 
breadwinner, decision-maker or carer of the family. 
The "carry-over" effect of stress across role domains has been investigated by 
Bolger (1990) in which he found stress at one domain of individual's life could spill over 
to increase stress on another domain. Therefore, it may be that illness and treatment 
related stressors initiate or exacerbate other stressors arising from the various roles of the 
patient. Change in or loss of employment may initiate financial difficulties causing 
family distress. Such distress may result in multiple role strains, for example conflict in 
marital relationship and parental role taking. 
The stress associated with limited time and place for vacation may be due to the 
I 
likelihood of frequent dialysis treatments discouraging patients from performing this 
activity. Another possible reason is that the perceptions of the patients' own health status 
may impede the patient from having a vacation. Concern about the availability of dialysis 
facilities and the quality of medical care at the vacation destination are worries expressed 
by the patients. Feelings of insecurity may also be a factor explaining why hemodialysis 
patients decide not to go for a vacation even when they want to. 
In contrast to previous studies, there was a high level of dependence on staff 
members in the present sample. Miller (1992) stated that hemodialysis patients feel 
trapped between being independent and active as possible or being passive and relying on 
others. This conflict exists when the desire for active involvement in treatment was 
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expected by health care providers but the patient was not capable of doing so because of 
I 
lack ofknowledge (Nissenson et al, 1993; Miller, 1992). 
Not suprisingly, change in bodily appearance was identified as one of the most 
stressful items. Change in bodily appearance has also been a significant stressor in CAPD 
patients (Bihl et al., 1988). Li a study investigating the psychosocial needs of renal 
dialysis patients, distress in body image was significantly higher in hemodialysis than 
CAPD patients (Killingworth & Van Dan Akker,1996). Satisfaction with appearance 
contributes significantly to self-image for the general population (Campell, 1981). 
Anemia and dermatological manifestations of a yellowish color of the skin, dry and 
brittle hair accounts for the changed appearance in hemodialysis patients. Heller, Flohr & 
Zegans (1989) pointed out that feelings of adequacy, shame, or worth often arise from 
comparing the shape, size, texture and color of one owns body with that of others. 
Therefore, hemodialysis patient may not be satisfied with their outlook from self-
evaluation, which also incorporates the perception of other people. 
Coping 
The levels for both the use and effectiveness of coping strategies in this study 
were comparatively lower than chronic obstructive airway disease (COPD) patients using 
the same instrument (Herbert & Greger, 1997). The appraisal of stressors may differ 
according to the types of chronic illness that the patient is having and could lead to the 
use of different coping methods. The low mean coping effectiveness scores in this study 
may be related to a less successful adjustment being made by ESRD patients on 
hemodialysis than by COPD patients. 
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Li this study, the most frequently used coping methods consisted of constructive 
problem solving as well as behaving passively and using avoidance behavior. The 
constructive problem solving methods that were used by hemodialysis patients included 
trying to handle things one step at a time, confronting the situation. Avoidance activities 
such as letting time take care of the problem and accepting the situation because very 
little could be done were also used. These methods were compatible with the "fatalistic 
voluntarism" proposed by Lee (1995) to describe the coping strategies adopted by the 
general public of Hong Kong. The way that Chinese people tend to cope with 
psychological stress, according to Lee (1995) consisted of self-initiated approaches to 
I 
changing the situation as well as pessimistic acceptance of the way things were. 
However, Mak and Lau (1995) in a study of coping methods used by people of Hong 
Kong reported that active, positive coping by taking direct action was emphasized and 
preferred when facing environmental and social stress. Therefore, it may be that the 
perception of the nature of stress was responsible for coping response. 
Compared with other studies (Baldree et al., 1982; Gurklis & Menke，1988; Lok, 
1996)，patients in the present study used a rather passive trend of coping methods. The 
follow-up interview in this study revealed that the coping methods used by hemodialysis 
patients were retreat and inactivity. This indicates that patients may have a desire to 
control the situation but realize they are not able to do so. Mak and Lau (1995) stated that 
if people thought that they are not capable or believed that the action taken would not 
influence or change the situation, they were likely to accept the situation and take no 
action to gain control. Burger (1989) pointed out that people are likely to give up and no 
longer try to cope when the desired outcome is more likely to happen by not intervening. 
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The efficacy of different types of coping methods has been discussed in the 
literature and no consensus has been reached (Aldwin & Revenson，1987; Mattlin, 
Wethington & Kessler, 1990; Rodin & Salovey，1989). Thoits (1995) argued that the 
effectiveness of any coping method depends on the abstract properties of a stressor in 
terms of its duration and controllability, as well as the type of stressor. On the other hand, 
culture and socio-economic environment of a community also influence adaptational 
outcomes by regulating the meaning of the stressor and providing coping resources 
(Philips & Pearson, 1996). Thus, it may be that the effectiveness of coping methods used 
by hemodialysis patients in this study were influenced by the nature of the stressor and 
the patient's surrounding environment. Evaluation of the achievements of coping 
methods can be determined by the degree of improvement between the relationship of the 
person and the environment (Lazarus, 1984). These improvements could be achieved by 
either changing the situation, managing the meaning of the situation so as to reduce its 
threat or by keeping the symptoms of stress under control (Pearlin, 1989). Jn applying 
crisis theory (Aguilera & Messick，1986; Moos, 1979) to this situation, the management 
of stress no longer aims at unraveling the problem but to gain positive learning or 
experience. 
The findings in this study of significant correlations between use of coping 
methods and their effectiveness indicate that there is a close relationship between the two. 
However, the use and effectiveness of coping methods represent two distinct areas of 
coping. The use of coping methods are affected by multiple factors, both internal and 
external (Philips & Pearson, 1996). However, the effectiveness of coping methods is 
mainly subject to the individual's assessment. Thus in evaluating the adaptational 
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outcomes, coping effectiveness seems to play a more important role. This does not imply 
that the use of coping methods was less significant than coping effectiveness. The role of 
measuring the use of coping methods is to increase our understanding of the coping 
processes and to assist researchers to reveal the circumstances in which a particular kind 
of coping method is used for a specific stressor. Therefore, it is necessary to include both 
copi^ ig scales in measuring coping behaviors. 
t i this study, the longer the patient was on treatment, the less was the use and 
effectiveness of coping methods. This finding was different from that of Gurklis and 
Menke (1988) who reported that length of time on hemodialysis was significantly related 
to problem-oriented coping. Folkman (1984) proposed this is due to “habituation，，，the 
concept of which he refers to as the lessening of behavioral or physiological stress 
arousal that occurs with repetition. With repeated occurrence of a stressor, individuals 
interpreted and concluded that there was no need to adapt. Emotional adaptation can also 
be achieved by cognitive coping. However, Selye (1974) proposed there is also a stage of 
exhaustion which follows long exposure to severe and additional stress. He argued that 
when the body's defense capability including coping is completely used up, the 
individual ultimately collapses. This is similar to models for assessing adaptive potential 
(Erickson, Tomlin & Swain，1983) which state that one's ability to adjust is dependent 
upon one's ability to mobilize coping resources, topoverishment of resources will result 
when internal adaptive energy is drained from the person in contending with stressors. 
Whether individuals can adjust successfully by developing new skills and useful 
coping methods depends on many factors. Exercise, work, time flexibility at work, social 
support, not being placed in sick role by others and following treatment regimen were 
I 
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facilitators promoting adjustment in a study of adaptation of chronic hemodialysis patient 
(Kutner, Brogen & Kutner,1986). However, it was difficult to demonstrate a causal 
pattem of positive or negative adjustment over time. The positive correlation found in 
this study between length of time of treatment with overall score of quality of life and 
satisfaction with social support may indicate the moderating effect of social support as a 
coping resource in maintaining a reasonable quality of life. 
Social Support 
Less support persons were identified in the present study in comparsion with 
previous studies (Flaherty & 0，Brien，1992; Gurklis & Menke，1995). Most subjects in 
this study identified their spouse and family members as the main persons to whom they 
can tum for support when they needed help. Participation in support groups for ESRD 
patients was low in this study. Only 25% of the subjects in this study participated in a 
support group. It may be that people in Hong Kong rarely obtain support beyond the 
family and its circles of close kin (Lee, 1995). It is because other members of the family 
such as other relatives have their own life to lead; thus they should be protected and not 
be overloaded (Mackenzie & Holroyd，1996). Therefore, using oneself or spouse in 
dealing with health problems is more common (Lee, 1995). Furthermore, asking for help 
may indicate that a person is incapable of solving his own problems, thus it will, to some 
extent, diminish a person's self-esteem (Brickman, Rabinowitz, Coates, Cohn & 
Kidder;1982). 
It was obvious in this study that support from spouse or family members was 
direct and advantageous to the patient. However, different opinions exist relating to the 
degree of positive effect that can be achieved by help from the family in buffering stress 
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Siegal et al (1987) reported that the helpfulness of a confidant was positively related to 
psychological adjustment. However, a number of studies reported that the qualities of 
family interactions were perceived by ESRD patients as not satisfactory (Chan, 1992; 
I 
Law et al.,1995). 
Li a study exploring the carers，perception of caregiving and caring 
responsibilities in Chinese families, Mackenzie and Holroyd (1996) reported that the 
carers experienced reduced social contacts, felt isolated and increased personal stress. 
The follow-up interview of this study also found many hemodialysis patients expressed 
similar concerns and worry about causing more conflict or adding further burden to the 
family. They were fully aware that their illness would inevitably effect the relationship 
with the family or put stress on family members. Some elderly chronic dialysis patients 
reported feelings of guilt for creating a financial burden and becoming dependent on their 
sons or daughters, thus they avoided sharing his or her inner worries, which would adding 
further strains. Adult dialysis patients expressed worries that changes in their lives due to 
illness may put enormous pressure and overload on their spouses and children in the 
present study. 
The moderate level of satisfaction with social support found in this study 
indicated that hemodialysis patients were reserved about the positive effect of emotional 
support. The reasons given by carers for caring for the chronically ill were found to be 
mainly based on obligations, responsibilities, duty, love and filial relationship 
(Mackenzie & Holroyd，1996). Hemodialysis patients in this study may have felt 
! 
distressed because they could not identify ways to make contributions to the family or 
because they underestimated their ability to reciprocate support. Or simply they perceived 
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their ability to make contributions to the family, following the onset of their illness, as 
compromised. Hence, patients may evaluate the cost and benefits of using social support 
and eventually lower their expectations. The outcome may be to sustain the family 
relationship and reduce the possibility of family breakdown so that every member of the 
family could benefit. 
Quality of life 
Relatively low mean scores were found for the overall quality of life score and the 
four subscales were significantly lower compared to other studies (Bihl et al.,1988; 
Ferrans & Powers, 1993). This indicates that hemodialysis patients were not satisfied 
with the various domains in life that were important to them. Tucker, Chennault, Ziller, 
Huber, Blake & Finlayson (1986) pointed out that adjusting various aspects of life would 
lead to effective adaptation that eventually would result in an improved quality of life. 
Persons who failed to accommodate and adjust to the change, both intemally and 
externally would be likely to have maladaptation demonstrated by dissatisfaction towards 
life (Barry, 1989). Therefore, it may be that the low level of quality of life found in this 
study indicates that positive adjustment of hemodialysis patients was implausible. 
Hemodialysis patients in the present study were more satisfied with the family 
domain than with the other three domains. Moreover, family related stressors were 
ranked low in severity in this study, indicating that hemodialysis patients were more 
satisfied with family aspects of life. The family domain included satisfaction with family 
happiness, family health, spouse and children. Previous studies of dialysis patients also 
reported a high degree of satisfaction with the family (Murphy, 1982; Johnson, 




have been reported to be very understanding and willing to adjust in order to help the 
patient to cope with the illness (Murphy,1982). However, Chinese families behave 
differently. Emphasis is on the importance of maintaining harmonious relationships and 
the centrality of the family are characteristics of Confucian values in Chinese (Philips & 
Pearson, 1996). The family has been described as the fulcrum of Chinese culture 
(Rosenthal & Feldman, 1992) and it was the responsibility of members of the family to 
maintain and protect the integrity of the family even at the cost of increased personal 
stress (Philips & Pearson，1996). Therefore, it may not be the family who actively adjust 
to meet the patient's need but rather the patient who endures all the stress associated with 
the illness so as to maintain family harmony and happiness. 
However, in the present study, older subjects reported a lower degree of 
satisfaction towards their family. Jn the past, living independently and maintaining a 
distant relationship with their children among the elderly has been reported in a study 
exploring elderly service in Hong Kong (Hong Kong Government, 1977). The situation 
may have become even worse with the development of an increasingly nuclear type of 
family (Chow, 1983), which has contributed to the diminished support resulting from the 
younger family members living far away from the elderly. Another reason is that the 
traditional caregiving role of family members towards the elderly that was previously 
I 
valued by tradition has been challenged (Lee, 1996). The resources of the family may be 
exhausted in the day-to-day care, particularly in the provision of financial support and 
nursing the frail elderly who is on hemodialysis. 
Psychological and spiritual aspects of life were found to be most unsatisfactory 
area in this study. Hemodialysis patients in previous studies have reported lower 
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emotional well being than other dialysis patients (Simmons, Anderson & Kamstra，1984; 
Simmons & Abress, 1990). This indicates that hemodialysis patients were not satisfied 
with their performance and the existence of a discrepancy between expectations about 
oneself and the conditions of life with the current status. Such dissatisfaction may be a 
result of ineffective coping or maladpatation. 
It was noted that in this study, the more types of renal replacement therapy the 
ESRD patient has experienced, the more dissatisfaction with psychological and spiritual 
aspects of life. It may be that the patient gave up coping and became depressed for a long 
period of time with the repeated negative consequences experienced from dialysis 
therapy. Shifting around various renal replacement therapies may act as stressors that 
cultivate the feelings of helplessness. Lack of control over the decision about which kind 
of dialysis therapy or even transplantation will be used was one of the examples. Other 
common examples include returning to hemodialysis as a result of failed transplant or 
shifting to hemodialysis from CAPD because of repeated complications. In a study 
investigating the feelings of helplessness of dialysis patients, Rydholm and Pauling 
(1991) reported that hemodialysis patients were more likely to experience greater feelings 
of helplessness than CAPD patients. 
Miller (1992) proposed helplessness as a perception that whatever one does the 
outcome will not be influenced whereas others suggested that perceived helplessness was 
concerned with attributional style (Quinless & McDermott-Nelson，1988; Rydholm & 
1 
Pauling, 1991). The consequence of perceived helplessness was that patients failed to 
initiate coping responses that may have positive outcomes and thus remained passive and 
depressed (Lazarus & Folkman，1984). 
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Satisfaction with the socioeconomic domain of quality of life was the second 
lowest. Similar results of discontentment with socioeconomic conditions have been 
reported by other types of chronically ill people in Hong Kong (Chan et al;1992). Socio-
economic status especially financial adequacy has a strong influence on patient's quality 
of life (Grant, Padilla, Ferrell, & Rhiner, 1990; Dunn, Bonner, Lewis & Grochowski, 
1994). The cost factor was the most severe stressor confronting hemodialysis patients in 
this study, suggesting that a decrease in socioeconomic satisfaction may be related to the 
high medical expenditure. 
Money has been defined as something that helps to protect individuals against the 
negative consequences of stress (Antonovsky, 1987). Lazarus and Folkman (1984) 
pointed out that monetary resources greatly increase coping options by providing easier 
and often more effective access to legal, medical, financial and other professional 
assistance. Thus, money could reduce the person's vulnerability to threat and therefore 
facilitate effective coping. This is consistent with Wan's proposal (1995) that financial 
I 
independence was the most influential predictor contributing to the quality of life of 
Hong Kong people. People in Hong Kong believe that money is a useful resource to 
ensure support in life. Therefore, it may be that hemodialysis patients are deprived in 
their ability to cope financially with the many psychosocial stressors they experience. 
The hemodialysis patient was more satisfied with the health and functioning 
aspect of life compared with previous studies (Bihl et al.,1988; Ferrans and Powers, 
1993). Health and functioning include areas such as health care, physical independence, 
usefulness to others and leisure activities (Ferrans & Powers，1993). Satisfaction with this 
domain may be because patients benefit from erythopioetin therapy. Nearly 70% of 
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subjects in this study received this therapy regularly, which was considered as part of the 
dialysis regimen to manage anemia. The advantages of erythopioetin therapy include 
exercise tolerance, reduction in left ventricular hypertrophy, improvements in cognition 
(Price & Wilson, 1992) and functional ability (Evans,1991). 
Stress, coping, social support and quality of life 
The process of adjustment of hemodialysis patients was complex. Findings from 
this study showed that the more psychosocial stressors experienced the lower the 
patients' satisfaction towards quality of life. These results were not similar to that of 
findings reported in Lok's (1996) study that both physiological and psychosocial 
stressors were correlated with quality of life. The frequent occurrence and the high level 
of severity of psychosocial stressors that were reported by hemodialysis patients 
indicated the difficulties in controlling psychosocial stressors. Lazarus and Folkman 
(1984) stated that the way a person appraises a situation would strongly influence the 
coping process. Negative appraisal of stressors by hemodialysis patients may result in the 
choice of coping methods that would not help to manage the stressors. However, stressful 
situations will not remain static, the characteristics of stressors will change over time by 
the person's coping attempts (Perrez & Richerts，1992). Thus, further stress may be 
1 
experienced when stressors that were previously encountered have not been addressed 
appropriately. The greater the number of stressful events experienced by the individual, 
the greater the likelihood that the subsequent well being will be adversely affected 
(Rowlison and Felbner, 1988) 
In this study, the psychosocial stressors affected were more on the socioeconomic 
and psychological and spiritual aspects of life. This finding was important as firstly, it 
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demonstrated that stressors have multiple impacts on patients' living, thus validated the 
proposal by Thoits (1995), Elliott and Eisdorfer (1994) and Pearlin (1990) that reactions 
to stressors could be manifold. Secondly, the manifestation of the effects of psychosocial 
stressors were observed through changes in socioeconomic and psychological and 
spiritual domains of life, irrespective of the variations in hemodialysis patients in social, 
economical and medical conditions. Thus, it may indicate that impacts of stressors were 
the same on hemodialysis patients. 
The vulnerability of these two areas, compared with the relatively high level of 
satisfaction with the family, health and functioning aspects of life, may be due to lack of 
coping resources or that some constraints exist against patients' use of coping resources 
in these areas. The limited numbers of support persons, umeployment, financial 
difficulties, dissatisfaction with personal appearances that have been reported in this 
study were related issues needing to be addressed. Lazarus and Folkman (1984) pointed 
out that the way people actually cope also depends heavily on the resources that were 
available to them and the constraints that inhibited the use of these resources in the 
context of the specific encounter. However, since coping in this study was measured by 
the use and effectiveness of coping methods, it was unclear whether restraints or lack of 
coping resources would be a factor affecting this result. 
Physiological stressors were found to be negatively correlated with the use of 
confrontive and self-reliant coping style, indicating that hemodialysis patients were 
unlikely to take measures to solve physiological stressors by themselves. Effective coping 
has been reported to be related to physiologic stressors (Gurklis & Menke，1988) but in 
Lok's study (1996)，no relationship had been reported. Previous research has reported 
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that physiological stressors such as muscle cramps, itching, nausea and vomiting were 
difficult to control (Gurklis & Menke，1995; Eichel, 1986) Thus, it seems that the 
appraisal of stress in terms of controllability affects patient's use of coping methods. 
Another factor was that the provision of comprehensive health care services in Hong 
Kong and easy access to medical care (Lee & Cheung，1995) served as an excellent 
environmental coping resources to alleviate the physiological stressors that hemodialysis 
patients encountered. 
The finding of this study also indicated that the use of emotive coping style was a 
predictor of quality of life in hemodialysis patients. Using emotive coping methods to 
cope with treatment of illness related stressors were not helpful to maintain or improve 
quality of life. A similar result was report in a study of the quality of life of diabetic 
patients (Arklie, 1989). The use of this coping style denoted that the individuals 
consciously appraise that nothing can be done to modify a harmful or threatening 
stiuation (Lazarus & Folkman，1984). The use of emotive coping methods was likely to 
associate with expressing and releasing emotions and ventilating feelings (Jalowiec, 
1987). Worrying about the situation is one kind of emotive coping method that was 
frequently used in hemodialysis patients in the present and previous studies ( Lok, 1996; 
Gurklis & Menke，1988). 
However, the relationship between stress and coping were far more complex. 
Mediating variables such as social support, as part of coping resources, intervene in the 
stress process and influence the stress outcome. The findings from this study indicated 
that satisfaction with social support was related to use of fewer passives coping methods 
like ventilating feelings and depending on oneself rather than others to deal with the 
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situation. The positive aspect of social support as having a confidant to offer love, 
affection and emotional support was reported in the follow up interviews of this study. 
The benefits and value of social support in face of major stressors, as in the case of 
hemodialysis patients have been reported in the literature. The need for support in 
hemodialysis patients was clear because of the numerous problems and pressures 
associated with the illness. 
Cohen & Syme (1985) pointed out that carer has feelings of conflict about taking 
care of the patient. The problem of handling one's stress was related to taking care of the 
dependent persori, giving reassurance and being supportive at the same time may elicit 
contradictory behaviors that confused the patient (Cohen & Syme，1985). Patients my 
receive mixed messages that the carer was supportive on one hand yet expressed negative 
outbursts at times.Li a study investigating social support during extreme stress, 
Komiewicz & 0，Brien (1994) reported that the continued need for social support in the 
coping process depleted the value of the support received as well as the ability of the 
support persons to provide support in hemodialysis patients. Siegal, Calsyn & Cuddihee 
(1987) also reported that social support was a better predictor of psychological 
adjustment for ESRD patients who had recently become ill rather than in patients who 
had been ill longer. 
Li this study, it was found that satisfaction with social support was positively 
correlated with the number of stressors. Since the average length of time on treatment in 
the present sample was about six years it may be that the level of satisfaction with social 
support has been diminished or their needs for support have not been met over the past 
years. Thus one way of expressing their reaction to the need for continued support might 
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have been to become more vulnerable and sensitive to stressors. The consequences when 
compassion and attention given by the carer had been restored were the patient's sense of 
helplessness would be lessoned. Chinese people have been characterized for their way of 
expressing emotions through somatization, which as Kleinman (1980) noted then induced 
social support in Chinese societies. While physical stressors may lead to a person gaining 
more social support, complaining and expressing their emotions about other stressors 
may be included once the social support has been gained. Thus it may be in this way a 
large number of stressors, physical for gaining support and others once support was 
attained, are associated with social support. This may be more obvious in elderly chronic 
patients who are more deprived of support. 
The notion raised here was the negative effect of social support in patients with 
chronic illness. The conservation of resources model (Hobfoll, 1988) proposed that for 
social support to be effective, social support in facing major stressors that are prolonged 
and irrevocable, there is a need for a more robust social network for resources. Therefore, 
it highlights the question that in assessing the quality of life of hemodialysis patients, the 
measurement of social support should focus both on the primary level such as perceived 
support and on the secondary level in terms of social resource like support networks. 
Moreover, it was found in this study that social support shared some of the characteristics 
of coping such as it is process-oriented and affected by reciprocity of relationships. Jn 
addition social support was part of the coping process, the use of social support was 
primarily based on estimating the cost and benefits involved in this study and is similar to 




Finally, the weak correlations among stress, coping, social support and quality of 
life found in this study may be the result of the non-linear relationship existing among 
these variables. However, low corrlations found between variables were tolerated in 
terms of their functional relationships due to the complex, abstract nature of psychosocial 
phenomenon being studied in sociological studies (Portney and Watkins, 1993). 
I 
Predictors of quality of life 
The regression findings indicate that length of time on treatment, sex, age and the 
use of emotive coping explain 20% of the variance of quality of life of hemodialysis 
patients. While only a low percentage of the variance was explained in this study, the 
finding was comparatively higher than those reported in previous studies (Tell, 
Schumaker, Mittlemark, et al, 1995; Ferrans & Powers，1993). 
It was noted that demographic variables like age and sex were predictors of 
quality of life. Previous research has reported the correlation between quality of life and 
age (Ferrans & Powers, 1993). Li a study of quality of life of hemodialysis patients, 
Ferrans & Powers (1993) pointed out that although age was a predictor of quality of life, 
further analysis indicated that it may not have been substantively important. In this study, 
those who were younger enjoyed a better quality of life and adjustment. This was 
consistent with the study by Kaplan-DeNour (1982) which showed that the 40-49 age 
group enjoyed the best overall adjustment while patients over 60 showed poorest 
adjustment. However, there was considerable relevance of age in some areas. For 
example, the way people cope with stress varies according to age (Vaillant, 1977), or the 
issue of different meaning and interpretation of quality of life by the older adults 
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(Morgan, 1990) and the difference in appraisal of illness and treatment related stress 
because of repeated exposure particularly in later life (Papalia & Olds, 1992) were issues 
that needed to be addressed in future studies. Therefore, more research has to be carried 
! 
out to clarify the effects of age on adaptation before any conclusions could be drawn. 
Li this study, male hemodialysis patients were found to be more adaptive than 
female patients. This was similar to the finding of Kaplan-DeNour (1982) that male 
dialysis patients showed better adjustment to illness than women. Many reports have 
highlighted the behavioral and attitudinal differences between women and men towards 
illness (Cockerham, 1989; Papalua & Olds，1992). This was consistent with Thoits 
(1995) suggestion that different groups of people are vulnerable to specific types of 
stressors. However, it may also be that the perception of the importance of domains in 
life is different between men and women and was contributing to this finding. In a study 
assessing satisfaction with life of the general public of Hong Kong, Wan (1995) reported 
that gender difference was observed in domain satisfaction in life. Women perceive 
family satisfaction was more important whereas men were more concerned with 
satisfaction with job (Wan, 1995). Therefore, it was not clear whether vulnerability to 
stressor or perception of importance of domain satisfaction due to gender difference were 
I 
related to this result. 
With advancement in dialysis technology, it appears that hemodialysis patients 
have the potential to prolong their life to be nearer to the normal life expectancy. 
Although survival is not equivalent to that of quality of life (Goodinson & Singleton, 
1989)，new developments in life that are fruitful and satisfying could occur in some 
dialysis patients (Stodola & Miller, 1985). A number of studies about adaptation of 
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people with chronic illness have acknowledged that those who were chronically ill can 
have successful and fulfilling lives (Price, 1994; 1995; Lindsey, 1996). Moreover, the 
nature and intensity of what is perceived as stressful could alter as a result of the coping 
and appraisal process. Gurklis and Menke (1995) reported that acceptance of one's 
condition took place gradually in hemodialysis patients. Therefore, it may be possible 
that hemodialysis patients acquire a set of useful coping methods and develop new skills 
as times goes by (Gurklis & Menke, 1988). These serve as evidence supporting the 
finding in this study that better quality of life was explained by perpetuity of dialysis 
treatment. 
Variations in the definition of quality of life by individuals (Molassiotis, 1997) 
may account for the small percentage of variance obtained in the prediction of quality of 
life in this study. It was noted that differences in quality of life lie on individual 
perception of the relative importance of various aspects of life (Ferrans & Powers，1993) 
as well as the individuals perception between desired and actual level of quality of life 
(Caplan, 1984). ln. fact, little agreement has been reached regarding predictive criterion 
for hemodialysis patients because individuals have different reaction to the multiple 
changes in life and also the stressors confronting them (Hersh-Rifkin & Stoner, 1993). 
Therefore, although the overall perdictive value of these four variables was only 20%, 





The perceived level of quality of life of hemodialysis patients was directly 
influenced by stress, ln this study, it was found that hemodialysis patients were not 
satisfied with various domains in their life. The perception of stress depends upon an 
individual's evaluation based on the degree of threat, harm or loss imposed on one's own 
well being which then initiates the use of coping methods (Lazarus & Folkman，1984). 
Psychosocial stressors were found to be more significant in contributing to the total stress 
of hemodialysis patients. The effects of stress were negative in this study, causing 
damage especially to the socio-economic, psychological and spiritual aspects of patient's 
life. 
The effectiveness of coping methods used was not generally satisfactory and only 
a few coping methods were used. Li particular, the effectiveness of coping methods 
diminished for those patients who have been on dialysis for longer periods. Social 
support, as part of the coping resources also shared this feature. The buffering function of 
social support diminished as time went by in this study was proposed to be as a result of 
the exhaustion and frustration of the carer. The reporting of a relationship between 
stressors and satisfaction with social support indicated that the more stressors, the higher 
the satisfaction with social support by hemodialysis patients. 
Both positive and negative aspects of social support were observed in this study. 
Social support was perceived by hemodialysis patients as a buffer to stress but it could be 
also a stressor. It seems that social support operates like two sides of a coin that switch 
around in the process of coping. It may be that an individual、use of social support by 
having behaviors in situations which was acceptable by Chinese culture. Pearlin (1989) 
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pointed out that it was important to examine people's background not to control the 
effects they had but also because of the part they play in the stress process. Demographic 
variables like age and sex were found as predictors of quality of life suggested that 
attention needs to be paid to extraneous variables which may forecast hemodialysis 




Limitation of the study 
There are several limitations of this study. Firstly, the social support measure used 
was one that mainly assesses the perception of emotional support by hemodialysis 
patients. Thus, the measure itself may not be able to fully capture other kinds if support 
that may be important to hemodialysis patients, for example, tangible support in helping 
patients in carrying out daily activities. However, the author attempted to address this 
problem by including items about financial assistance to treatment and affiliation to 
support group in the demographic data. 
Li this study, only 20% of variance of quality of life was explained. This low 
I 
percentage indicates that other important variables have been neglected. Since the 
selection of variables in this study was based on the Lazarus's stress and coping model, it 
could be possible that there are other psychosocial factors interact with the study 
variables that would make a significant contribution to the patients' quality of life. In 
particular, other psychosocial variables such as the perception of health status, depression 
and physiologic variable in terms of functional ability should receive more attention (Law 
et al., 1995). 
Lastly, given that the study was carried out retrospectively and by cross-sectional 
methods. Its findings were limited to describing the current status of quality of life and its 
relationship among stressors, coping and social support of hemodialysis patients in Hong 
Kong. It was inappropriate to make inferences or conclusions that the low level of quality 
of life was a result of exposure to various kinds of stress because of the potential bias 
existing in the data. Such bias may be present due to the fact that ESRD patients are not 
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and can never be randomized to receive hemodialysis treatment or any other forms of 
dialysis treatment. The outcome of patients, perceived level of quality of life may be 
related to variations in medical, psychosocial and demographic differences. However, the 





Implications and Recommendations 
The perceived low level of quality of life, the large number and high level of 
severity of stressors, the inadequacy of effective coping methods and lack of contentment 
with social support indicated that the adaptation of hemodialysis patients was arduous. 
Although life is prolonged and longevity is gained by dialysis treatment, it is difficult for 
patients to live a meaningful life with multiple stress. In the care of ESRD patients on 
long term maintenance hemodialysis is complex from the technical aspect of the 
I 
treatment and in the implications of the treatment on these patients' lives. Renal nurses 
are the health care professionals who are directly involved in providing dialyzing services 
and most importantly, in assisting patients to manage and adjust to the problems arising 
from their illness and their related treatments. The results of this study highlight the need 
for incorporating psychosocial assessment into the routine care of hemodialysis patients. 
Nurses are in the best position to carry out continuous evaluation, ongoing support and 
education to their patients. Specific programs and counseling should be seriously 
considered for helping hemodialysis patients, as well as their families to adjust the 
changes associated with this illness. Such care is needed to reduce the likelihood of 
development of psychopathology in hemodialysis patients whose adaptation is heavily 
influenced by the economic and political context in Hong Kong. 
Future research should focus on observing patterns and changes in the course of 
adjustment in hemodialysis patients. This can be achieved by means of longitudinal 
designs. Different stages of adaptation could be identified, and patients could be assisted 
to overcome potential problems that may be encountered. As in the case of cross-
sectional designs, greater attempts should be made to control potential confounding 
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variables such as physiological parameters, demographics, causes of renal failure and 
other relevant factors. Thus, a more comprehensive picture of the effects of psychosocial 
factors on quality of life could be demonstrated. Comparison between other treatment 
modalities using the same instruments in this study is also recommended. Outcome 
measures can assess the overall benefits of patients with various kinds of treatment. This 
more comprehensive perspective of the benefits will guide medical personnel to choose 




Table showing the relationship between the use and effectiveness of eight coping styles 
with length of time on treatment 
I 
Length of time on treatment 
Use of coping methods 
CCS -0.28** “ ~ 




PCS -0.22* “ 
SCS 1^1¾ “ 
SRCS ‘ -0.24* “ 
Effectiveness of coping methods 
CCS ^^6^ ‘ 
ECS ^ ^ “ 
QCS -0.29** “ 
FCS 0]05 “ 
EMCS a I2 “ 
PCS ^ 
SCS ^ 0 ^ “ 
SRCS -0.19 





Descriptions of eight coping stvles on the 1987 revised Jalowiec Coping Scale 
1. CONFRONTWE COPBS[G STYLE- confront the situation, face up to the problem, 
constructive problem-solving. 
2. EVASrVE COPESJG STYLE-evasive and avoidant activities used in coping with a 
situation. 
3. OPTMISTIC COPDSTG STYLE-positive thinking, positive outlook, positive 
comparisons. 
4. FATALISTIC COPESfG STYLE- permissism, hopelessness, feeling of little control 
over the situation. 
5. EMOTWE COPES[G STYLE-expressing and releasing emotions, ventilating feelings. 
6. PALUATWE COPDS[G STYLE-trying to reduce or control distress by making the 
person feels better. 
7. SUPPORTANT COPES[G STYLE-using support systems: personal, professional, 
spiritual 
8. SELF-REUANT COPCN^ G STYLE-depending on yourself rather than on others in 
dealing with the situation. 
I 
Appendix C 
A sample of interview script 
Category 
Investigator: Do you have any things that you would like to talk 
about? 
Subject 70: Well, that，all I can tell. But I really want you to 
know that it is really hard to me to carry on like 
this. 
Livestigator: What makes you feel in this way? 
Subject 70: It's difficult to tell. I have been on dialysis nearly Feeling of 
for ten years and I had gone through everything. helplessness and 
Everything is just not up to you. Either the doctor powerless to life 
or I can have control over the situation. Well, I get 
used to it now. I never think of tomorrow. Nobody 
knows what happen. 
Livestigator: How does this feeling affect your daily living? 
Subject 70: Ah..Let it be...and don't make any request...that Lower one's 
will make life easier.otherwise, you will probably expectation to 
get crazy.... You have to accept...already for so others 
long (on dialysis therapy)...• Well, I don't want to Acceptance 
bother you any longer, may be you can ask 
somebody else. 
Livestigator: All right then. Thanks for your help in this study. 
A P f W / P 
THE CHINESE UNIVERSITY ^ ^ M 香 港 中 文 大 學 
OFHONGKONG J ^ m 醫 學 院 
FACULTY OF MEDICINE ^ 3 ^ ^ 
SHATm. NT. HONG KONG ^ ^ ^ 1 ^ ^ ¾ 香 港 新 界 沙 田 
TELEGRAM • SINOVERSITY TELEX • 50301 CUHK HX FAX: (852) 2603 6958 
Our Reference : FM/c/l3 
Your Reference ： 
7 May 1997 
Ms Mei Po Yip 
Dept. ofNursing 
CUHK 
Dear Ms Yip, 





Project Title: "Stress, coping and quality of life of hemodialysis patients in Hong 
Kong" 
(ref. No. CRE-7097) 
Investigator(s): Ms Mei Po Yip, MPhil. Student, Dept. of Nursing, CUHK 
Supervisor(s): Mrs Anne Chang, Dept. of Nursing, CUHK 
Location of Study: Department of Nursing, CUHK 
Duration: 2 years 
ronditions by Clinical Research NH 
Ethics Committee (if any): 





I Andrew CMn 
Secretary 
Clinical Research Ethics Committee 
M — 
1 Dean : Professor J.C.K. Lee, MB BS, PhD, FRCPC, FCAP, FRCPA, FRCPath, ML^C, FHKAM (Pathology) 
^ E-mail: joelee@cuhk.edu.hk ； Tel : 2609 6870 Pkuming Officer : Mr. Andrew Chan, BA, CertEdMgt Tel ： 2609 6788 
-^  一. 
m % 、 ^ 
I THE CHINESE UNIVERSITY 
I OF HONG KONG f \ o ^ 蕃 进 由 方 + 思 
墨 FACULTY O F M E D I C I N E j i M \ 學 
{ DEPARTMENTOF NURSING 肩 巡 • 學 院 護 珲 學 系 
i ROOM 538 SINO BUILDING, r ) 4 * 9 R CHUNG CHI COLLEGE r ~ c i r ^ ^ ^ ^ ^ ^ ? " f e 3 i 崇基學院信和樓五三八室 
SHAT1N’ NT, HONG KONG. t ^ = ^ ^ ^ i O ^ ^ ^ ^ 香港.新界.沙田 
Mrs. D Leung 
Center in Charge 
Kowloon City Dialysis Centre 
Hong Kong Kidney Foundation Limited 
376-378 1/FPrince EdwardRoad I 
Kowloon j 
( 
Re:Request for permission to conduct research in renal unit,PYNEH 
t 
I am a Mphil student of the Department of nursing, CUHK. I am now conducting a research 
about the psychosocial variables affecting ESRD patients. Therefore, I am writing to ask for 
your permission to conduct my research in renal unit. The aim of this research is to study 
stress, coping and quality of life of End Stage Renal Disease patients on hemodialysis. Target : 
subjects are those patients who are on hemodialysis for more than 1 months. 
The study will be carried out by means of self-administered questionnaires. The researcher 
will approach and invite potential subjects to participate while they are having hemodialysis 
treatments. Explanation related to the study and a written consent form will be obtained from 
individual subject. Confidentially will be ensured as all information obtained will be used 
only for research purpose. 
Each subject has to fill up 3 sets of questionnaires and background information including 
demographic data and health history data will also be obtained by the researcher. Under 
normal circumstances, less than 30 minutes is required to complete the procedure for each 
individual. A further in-depth interview may be necessary for some participants if condition 
arises and interview will be organized at a later date. 
y： 
The period for data, collection will last for 1 week and can start once upon your approval. 
Copy of the results and findings will be sent to you for reference upon the completion of the 
study. 
N.B. Enclosed with a copy of the research proposal for your reference.Please feel free to 
I
contact me (Tel: 2433-9601) or my supervisor, Professor A Chang, senior lecturer of 
Department of Nursing ( Tel: 2609-6223) if you need further information. Your assistance 
on this matter is highly appreciated and I am looking forward to your reply. 
Once again, thanks for your attention and contribution to this study. 
Sincerely yours, 
/ " ^ t m A ， 
a l P Mei Po, RN, BN 
28-2-1997 
1" — 
Email: Nursing@cuhk.hk TELEX: 50301 CUHK HX TELEPHONE: (852) 2609 6224 FAX- (852) 2603 5269 
丨’； . 
^ •； , 
• i . •i 
f n I • ‘ i ^ 9 f \ f 
THE CHINESE UNIVERSITY 
OFHONGKONG • 香 港 中 文 大 學 
FACULTY OF MEDICINE ^ ^ ^ 曰 < ^ ^ 入八 ^ 
DEPARTMENTOF NURSING < ^ ^ ^ 醫 學 院 護 _ 學系 
ROOM 538 SINO BUILDING, V ^ B ^ ^ ^ r7U H^ ^ ^ ^ ^ 
CHUNG CHI COLLEGE r ^ ^ C i f 9 ^ V l f c > - ] 崇 基 學 院 信 和 樓 五 三 八 室 
SHATIN，NT, HONG KONG. « ^ " " " ^ ^ ¾ ^ 香港.新界.沙田 
Dr Chan Tak Mao,Daniel 
Department of Medicine 
Queen Mary Hospital 
Hong Kong 
27 February 1997 
Dear Dr. Chan, 
I am a Mphil student of the Faculty of Medicine, Department of Nursing, Chinese 
University of Hong Kong. Our department is now conducting studies about the 
psychological aspect, specifically, “stress，，experienced by patients of various chronic 
illness. My study is about hemodialysis patients. In order to assess the “stress，， 
experienced by theses patients, a scale or a tool has to be used. Upon literature review, 
a “Hemodialysis Stressor Scale” was developed by Baldree et.al. in 1982. However, it 
may not be up to date or may not be applicable to patients in this locality. Hence, 
modification of the scale is inevitable. Apart from the information from the patients 
themselves, we also have to seek the professional opinions. As you are the expert of 
Nephrology Medicine in Hong Kong, I cannot help but to write to you to seek your 
assistance about this matter. 
The attached is the questionnaire of the stressor scale, consisting of 29 items. Patients 
are expected to identify whether these items are stressors to them (Part A) and to 
indicate the severity to them if the answer in Part A is “Yes，，. So, we would like to 
know what do you think which are the stressors (out of these 29 items) to the 
hemodialysis patients and the severity to them of each stressor. Please just fill up the 
questionnaire like the patients do, but with your own professional opinion. Lastly, you 
are welcome to put additional items which you think are stressors to hemodialysis 
patients, but not included in the questionnaire. 
Please note that all information obtained will be kept confidential and is used solely 
for research purpose. Enclosed is a retum envelop which you can mail the 
questionnaire to me and a souvenir is included to express our thanks and appreciation 
to your kindly assistance. Jf you have any query or comment, please fcei free to 
contact me. Looking forward to your reply. 
Sincerely yours, 
- t u ^ 
Y4p Mei Po, RN, BN 
I 
Email: Nursing@cuhk.hk TELEX: 50301 CUHK HX TELEPHONE: (852) 2609 6224 FAX: (852) 2603 5269 
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^ ^ ^ ^ ^ ^ H 
Personal Particulars: 
l . S e x : F / M 
2. Age: 
» 
3. Marital Status: S / M / D / Scp / W ‘ 
4. Educalion: 
• ‘ 、^%~^  
• No formal education 
Primary School level 
Secondary School level 
Tertiary School level 
Post-tertiary School level 
5. Length of time on treatment: months 
6. Average hemodialysis treatment hours/week, times/v/eek ‘ 
I 
7. Other Major heallh Problems: 
'• 8. Did you receive any other forms of renal replacement therapy prior having 
hemodialyis? ‘ 
Yes No ；  
9. Reasons for having hemodialysis: 
I 
.10. Mouthly income:  
1 1. Employment: Full time Part time others  








是否#^成壓力 嚴重-度 — 
1二不嚴重 
2二平均以下 
是 否 3二平均 
4二平均以上 
|5二非常嚴重 
1.水份上的限制 是 否 i..| 2 3 4 5 
2.肌肉瘦 攣 g ^ ~1 Y~ 3 4 5 
3.疲倦 是 ~ " _ _ S _ ~1 ~ ~ T 3 4 _ 了 
4.不確知的未 來 fe 否 ~1 ~ ~ Y 3— 4'"~「 
5.食物上的限制丨 " ~ ^ ~ 否 _ 二 工 工 " " ^ ~ ~ 4 ~ ~ r 
6.對工作的干 擾 是 ~ g i ~ ~ 2 ~ ~ r ~ ^ 
7.痕 癢 〜 是 否 _ 1 2 ~ 3 ~ ~ 4 ~ ~ r 
8.身體活動上的限 制 是 否 i ~ ~ 2 ~ ~ 3 ~ ~ 4 ~ ~ 5 ~ 
9.外觀上的改變 — 是 ~ ~ ^ Z I _ j _ _ ^ ; X ! ~ “ “ T " 
10.動靜脈穿剌 • — 是 一 否 " " i ~ ~ T " m 
11.惡心及[^吐 _ 是 否 1 飞 ~ ~ 3 ~ ~ 4 ““ r " 
12.治療期的時 間 是 ~ g i““ 2 ~ ~ 3 ~ ~ 4 ~ ~ r 
13.假期地點及時間的限制 ~ ~ 1 ~ . _ _ . _ g J I n i ; x ~ ~ ~ 4 ~ ~ r 
‘1 4 .倚 -醫護人員 一 是 ~ ^ ^ m z i i r ^ i ^ i 
15.社交生活削減 是 — 否 1 " " [ " ^ 4 ^ 
16.對家庭責任的改變 — 是 ~ H Z m i " ^ " “ “ 4 " - ^ r 
17.醫療開支因素 ~ 1 ~ ~ 否—_； ^；；； ^ ~ ~ ~ 4 ~ ~ r 
18.喪失身體機 能 是 否 i ~ ~ 2 ~ ~ 3 ~ ~ 4 ~ ~ r . 
19.性需求削 減 是 ^ ~ ~ s ~ 1 2 : 1 ~ ~ 4 ~ ~ r 
20.關節變 硬 是 否 — ~ i ~ ~ 2 ~ ~ 3 ~ ~ 4 ~ ~ r 
21.衣飾種類的限 制 是 ~ ^ i ~ ~ ^ 1 ~ ~ 4 ~ ~ r 
22.倚賴醫生 一 ” a ~ ~ 否 : H " " ^ ~ ~ 4 ~ ~ r 
23.往返治療中心的交通 • 是 否 ~ T ~ ~ ^ ^ ~ T " 
24.入院頻 密 a ^ i T~~^~~4““J" 
25._眠干 擾 是 ~ s i ~ ~ r ^ “ “ 4 ~ ~ r 
26.跟孩子調換在家庭上所擔演的角 式 是 否—~ i ~ ~ 2 ~ ~ 3““ 4““ r 
27.生殖能力下 降 是 ~ ~ ^ ~ ~ 1 2 : 1 “ “ 4 “ “ r 
28.跟配偶調換在家庭上所擔演的角 式 是 否一 " i ~ ~ 2 ~ ~ 3 ““ 4 ~ ~ r 






. 、 . • 問卷 • 
以下的問卷是問及在你周遭能給予你解助或支持的人物(家人/朋友)。每條問题共 
有平、乙兩部份》 





對滿意程度作出評估。 “ “ 
請儘量回答所有問題，所有答案將會絕對保密。 
t 
i 例：當你感到煩亂不安時，你會仰賴誰來給予你安慰？ • 
• 
有人 1.輝（哥哥厂 4.光（爸爸） 7. 
2.涂（朋友） 5. 8. 
3.珠（朋友） 6. 9. 
I - . 
你對你上列的所有人物所給予你的幫助或支持的滿意程度？ 




'有人 1. 4 7. 
2. 5. 8. 、 • 








有人 1. 4 7. 
2. 5. 8. 








'fTA 1. 4 7. 
2. 5. 8. 
3. 6. 9. 
你對你上列的所有人物所給予你的驚助或支持的滿意程度？ 
6-非常滿意 5-頗滿意4-少許滿意 3-少許不滿意 2-頗不滿意1-非常不滿意 
4.你會仰賴誰來關懷及照顧你，不管你發生任何事？ ， 
i • 
有人 1. 4 7. 
2. ^ 5. 8.. 
3. 6. 9. 
你對你上列的所有人物所給予你的幫助或支持的滿意程度？ 
6-非常滿意 5-頗滿意 4-少許滿意 3-少許不滿意 2-頗不滿意1-非常不滿意 
5.當你感到沮喪，心情不佳時，你會仰賴誰來令你感到好過些？ 
• 
有人 1. 4 7. 
, 2. 5. . 8. 
‘ 3. 6. 9. .. 
你對你上列的所有人物所給予你的驚助或支持的滿意程度？ 





！^人 1. 4 7. 
2. 5. 8. 
3. 6. 9. 
你對你上列的所有人物所給予你的驚助或支持的滿意程度？ 
6-非常滿意5-頗滿意4-少許滿意3-少許不滿意2-頗不滿意1-非常不滿意 
• . . 
“ Ferrans and Powers ‘ 





1 2 3 4 5 6 
極 頗 些 些 頗 極 
不 不 許 許 滿 之 
m滿不滿意滿 
你對以下各項的滿意程度： »胃 I 胃 胃 
1.血液透析治療？ •‘ ^ 1 ~~2““3~~4““V~6~\ 
2.你的健康？ ~~ ‘ ： i ~2 3 '4~~r~6~' 
3.你正接受的醫療？ 1 2 3 4 5 6 
4.你的身体活動的獨立程度？ 1 2 3 4 5 6 
•爲增加你能成功接受賢臓移植的机會所曾付出的努力？ 1 2 3 4 5 6 
6.你能免除接受透析的机會？（例如：藉一次成功的醫臟移植手術或一項醫學發明） 1 2 3~~4~~5““^ 
7.你能長藉的机會？ • “ i~~2~~3~~4““5~~r 
8.你家人健康狀況？ • 1 2 3 4 5 6 
9.你的兒女？ 1 2 3 4““5~~^ 
10.你家庭的幸福快樂？“““ “ 1 ~~2~~3~~4~~5~~^ 
11.你與配偶(或關係密切的伴侶)的關係？~~~~ • ~~i~~2 3 4 “ “ T T " 
12.你的性生活？ . 1 2 3 4 5 6 
13.你的朋友？ T~2~~3~~4““5~~^ 
14.其他人給你在情緒上的支持？ — 1 ~~2 3 4 5 6 
15.你對自己擔負家庭責任的能力？ “~~ i~~2 3 4““r~y 
16.你對他人的用處？ ; ~~ 1 ““Y~j““4““5““^ 
17.總計你所承擔生活上的歷力和憂慮？ i~~2 3 4 5 6 
18.你的家？ 1 2 3 4 5 6 
19.你的鄰舍？ ； i““2 3 4~~TT" 
20.你的生活水平？ ~ ~ ~ i~"2 3 4 5 6 
i.香港的情況？ “ • ~ “~~i~2 3 4 5 6 
22.你的工作(如受僱者）？ ‘ “ i““r~3““4““5““r 
23.沒有就樂(例如失業、退休或殘障）？ 1 2 3 4 5 6 
24.你的教育？ “ i~2~~3~~4~~5““6~ 
25.你的財政獨立程度？ i~~2 3 • 4““5““r 
26.你的閒暇活勋？ “ i““2~~3““4~~5““r 
27.你能在假期中出外旅遊的能力？ ~ i~2““3~4~~5““r 
28.你能享有一個快樂退休生活的机會？ “ i ~9 ~3 ~ ~4 ~ ~5 ~ ~ r 
29.你內心的平靜？ i~~Y~~、~4~~5““r 
30.你個人對信仰的信心？ ； “ i ~ ~T~、 ~ ~4 ~ r~^ 
31.你能達成個人目標？ 1 ~ T 1 ~~4~~Y~T 
32.整体而言》你的快樂程度？ ““ i~~r~3““4~5~T" 
33.整体而言•你的生活？ i~~2 3 4 ~ ~ r ~ r 
34.你的外貌？ ^ i““2~~3~~4~~5““r 







. 1 2 3 4 5 6 
極 頗 些 些 頗 極 
不 不 許 許 i E 之 
虔 ^ 不 变 矛 t 
； t .、要 ^ .¾ ^ 
你對以下各項的重要程度： ： 噪 ^ ^ 
1.血液透析治>^^? 1 2 3 4 5 6 
2.你的健康？ ‘ ： 1 2 3 4 5 6 
3 .鞍療？ .丨 . . 1 2 3 4 5 6 
4.你的身体活動的獨立程度？ 1 2 3 4 5 6 
一―次成功的賢臓移植？ " 1 2 3 4 5 6 
0.免除接受透析的机會？（例如：藉一次成功的臂贼移植手術或~<^醫學發明）. 1 2 3 4 5 6 
7.長壽 ？ . . 1 2 3 4 5 6 
8.你家人健康？ 1 2 3 4 5 6 
9.你的兒女？ • 1 2 3 4 5 ~ r 
10.你家庭的幸福快榮？ i~~2 3 4 5 '6 
11.你與配偶(或關係密切的伴侶)的關係？ ~ ~ " 2 3 4 5 6 
12.你的性生活？ • 1 2 3 4 5 6 
13.你的朋友？ i~"r~3~~4~5““r 
14.情緒上的支持？ 1 2 3 4 5 6 
15.擔負家庭實任？ i~~2““3~~4““5~~6~ 
16.對他人的用處？ 1 2 3 4 5 6 
17.承受適量程度的壓力和憂慮？ 1 ~~2~~3~~4~~5~~r 
18.你的家？ 1 2 3 .4 5 6 
19.你的鄰舍？ : 1 2 3 4 5 6 
20.好的生活水平？ “ i~~2 3 4 ~ ~ r ~ r 
.香港的情況？ “ “ ~1 ~ 2 3 4 5 6 
22.你的工作(如受僱者）？ — ~"1 2 3 4 ~ " V T 
23.受聘(如現時爲失業、退休或殘障）？ 1 2 3 4 5 6 
24.你的教育？ "~~ i~2~~3~~4~~5““r 
25.你的財政獨立程度？ 1 2 3 '4 5 6 
26.閒暇活動？ i““2~~3~~4~5““r 
27.假期中能出外旅遊？ ~ ~ i~"r~3““4~~5““T 
28.能享有一個快樂晚年/退休生活？ 1 2 3 4 5 6 
29.內心的平靜？ ~~i““2~~3~~^~~5~~^ 
30.你個人對信仰的信心？ ^ 1 ““r~3~~4~~r~6" 
31.達成個人目標？ 1 2 3 4 5 6 
32.快樂？ i““^““4~~S"T" 
33.對生活滿意？ . 1 2 3 4 5 6 
34.你的外貌？ ； ~~~ • i~~2~~3~4~~5~~^ 
35.自己覺得自己？ • 1 2 3 4 5 6 
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0 1 2 3 
, 從 甚 有 經 
； 不 少 時 常 
使 使 使 使 
. 用 用 用 f f l 
-,、 ‘ 即_ ‘ • I ‘ ‘ " ‘ • 
丄.爲問題憂慮 ““ 5 ~ ~ i ~ 2 ~ ~ r 
2.期望事情會好轉 “ 5 ~ ~ i ~ ~ 2 ~ r • 
3.比平常多進食或多抽煙 . 1 ~ J ~ ^ ~ ~ 3 ~ 
4.考慮不同處理該情況的方法 Q~~j~~2““r 
i 5.告訢自己事情可能會更壞 5 ~ ~ i ~ ~ r T " 
丨 6 .運動或做一些体力活動. 1 ~ ~ j ~ ~ ^ ~ 7 ~ 
7.嘗試暫時將問題放下 - — ~ ~ ~ ~ ^ ~ ~ 2 ~ ~ r 
8.變得瘋狂幷宣洩情緒 ; . ~ ~ ^ ~ ~ T ^ ~ Y 
9 •預期可能出現最壞情況 丨 • ~ ~ ~ "5 ~ ~ i ~ r~T" 
1 0.嘗試將該問題拋諸腦後而想及其他事情 5 ~ ~ i ~ ~ 2 ~ r 
1 1.和家人或朋友談及那問題 . ~ ~ 5 ~ ~ i ~ ~ 2 ~ ~ r 
12.接受現狀，因爲可以做的很少.. 0 ~ j ~ 2 ~ ~ r 
1 3.嘗試客觀地從各方面看待該問題 ， ~ ~ ~5““ i ~ ~ r~F 
, 1 4.夢想一個更好的生活 • 、 Q I ？ ^ 
-5 •跟一位專業人士(例如醫生、護士、傳道人、教師、輔導員)討論該問題 ~5““1 ~ ~ r " T " 
1 6.嘗試控制該問題 _ _ 5 ~ ~ i ~ ~ 2 ~ ~ r 
1 7.祈禱或託付於信仰 ~ ~ ~ ~ 5““ i ~ ~ 2 ~ ~ r 
1 8 •置身観外》嘗試逃避該情況 5 ~ ~ i ~ 7 " T " 
19-抑制自己的感受 ： Q~~；~~2~~r 
. 2 0.告1/^自己，問題是因別人的錯所導致 5 ~ 1 ~ ~ " 2 ~ r 
21.觀望事情的進展 ‘ — 5 ~ 1 ~ 2 ~ ~ r 
2 2.希望獨個兒去想通觀情 0 1 ~ ~ 2 ~ ~ r 
, 2 3 .聽天幽命’因爲該情況似是無望 0 ~ j ~ ~2 ~ ~T " 
2 4.將你的壓力宣拽在他人身上 — ~ 5 ~ ~ 1 ~ ~ 2 ~ ~ r 
2 5.嘗試改變該情況 一 5 ~ ~ 1 ~ ~ 2 ~ r 
2 6.運用鬆驰技巧 5~~1~~2~~ r 




2 8/比'平常睡得更多 0 1 1 3 ‘ 
29,嘗試見步行步 0 1 2 3 
30.嘗試寵可能維持正常生活’不讓該問題榴成干擾 0 1 2 3 
3 1.回想過去自己是怎樣處理其他問题 0 1 2 3 
3 2.告訴自己不用擔心’因爲一切自然會妥當 0 1 2 3 
3 3.窗試作出妥協 Q 1 2 3 
3 4.喂些東西’令自己野服些 0~i““2““r 
3 5.順其自然 0 1 2 3 
3 6.嘗試做一些自己享受的事情來分散注意 . 0 丨 1 3 
3 7.告訴自己可以處理任何事情’無論它是怎樣困難 ~ 0 ~ ~ i ~ Y T 
38.訂出一套行動計劃 • 、 Q 1 2 3 
3 9.嘗試保持幽默感 • • ^ ~ " i ~ ~ r ~ r 
4 0.放棄毅然面對該問題 ~ ~ ~0““1 ““2~T" 
41.嘗試控制自己的感受 • : 0~~1 ~ ~ r ~ r 
4 2.跟一位曾經歷相似情況的人討論該問題 ’ • 0 1 2 3 
4 3.空想？如果我曾....... Q 1 2 3 
4 4.儘量令自己忙碌 . “"““0~~1 ~~"2~~ r 
• 5.學習一些新東西去應付該問題 0 1 2 3 
4 6.做一些隨意或冒險的事》是你不會時常做的 .• 0 1 2 3 
4 7.想及你生命中美好的事 . ,• 0 1 2 3 
4 8.嘗試不理會或逃避該問題 . .• 0 1 2 3 
4 9.跟其他處於相同情況的人比較 •. •' 0 1 2 3 
5 0.嘗試向正面處想 . .. 0 1 2 3 
5 1.怪責自己處身於這樣的情況 • 0 1 2 3 
5 2.喜歡自己去處理這事情 ~"~~0 1 2 3 
5 3.服薛以滅低壓力 0 1 2 3 
5 4.嘗試看事情好的一面 0 1 2 3 
5 5.告訴自己這問題並非想像中那樣重要 Q 1 2 3 
5 6 .避免與人接顺 . 0 1 2 3 
5 7.嘗試改善自己以致可以把這情況處理得更好 0 1 2 3 
5 8.希望該問題會消失 .’ 0 1 2 3 
^ 9 •依賴其他人的驚助 . ； 0 1 2 3 . 
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乙）¾[j你曾使用這種適應方法’在應付那歷力上它有何？较助？ . 
’ 0 1 2 3 
完 少 頗 十 
1 金 許 ‘ 荷 分 
沒 有 狱 有 
ffl n助m 
. I 助 助 
1.爲問题擾慮 0~~ i““r~T" 
2 .期望事情會好轉 一 0 ~ ~ i ~ ~ T T " 
3.比平常多進食或多抽姻 ~~ 5 ~ i “ “ 2 ~ ~ r 
4.考慮不同處理該情況的方法 ： 0 ~ ~ i ~ ~ Y ~ ~ r 
5.告訢自己事情可能會更壞 • “ ^ ~ ~ i ~ ~ ^ " Y " 
6.述動或做一些体力活励 5 " “ ^ i ~ ~ r ~ r 
7.暫時嘗試將問題放下 . —5"““i~~r~T" 
8.變得瘋狂并宣拽情緒 > ~ ~ Q 1 ,2 3 
9.預期可能出現最壞情況 Q 1 2 3 
1 0.嘗試將該問題拋諸腦後而想及其他事情 0~"i~~Y~Y 
1 1 .和家人或朋友談及那問題… 5 ~ 1 ~ ~ 2 “ “ r 
1 2.接受現狀’因爲可以做的很少 . 5~~1““2~~r 
1 3.嘗試客觀地從各方面看待該問題 ^ 5 ~ i ~ ~ ? ~ r 
1 4.夢想一個更好的生活 . / . ~ 5 ~ ~ i ~ ~ r ~ T " 
15.跟一位專業人士(例如體生、護士、傳道人、教師、輔導員)討論該問题 Q 1 9~~r 
1 6 .嘗試控制該問 - •. •: - y ^ ~ ^ ~ Y ~ 
1 7.祈禱或託付於信仰 ^ ： ； ~： 5~~ i~~2~~T" 
1 8.置身事外，嘗試逃避該情況 " y ] ~ Y ~ ^ 
1 9.抑制自己的感受 ^ ~ ~ J ~ 2 ~ ~ r 
2 0.告訴自己，問題是因別人的錯所導致 ―^~~J~~o~~^ 
2 1.觀望事情的進展 0 ~ ~ i ~ T ~ ^ 
2 2.希望獨個兒去想通事情 - y ^ ~ f " " f " 
2 3.聽天由命》因爲該情況似是無望 —0~~"i~~9““^ 
2 4.將你的壓力宣拽在他人身上 ： Q o o 
2 5.嘗試改變該情況 — 0 ~ ~ ~ ~ f H -
2 6 .運用鬆驰技巧 ^ 0 ~ ~ ~ S ~ f ~ 
2 7.嘗試對該問題進行更深入的探討 ^ ~ ~ Y ~ \ ~ 
2 8 .比平常 _得更多 0 ~ i ~ ~ f H -
2 9 . 嘗 試 見 步 行 步 ~ ~ 0 ~ ~ 9 Q 
3 0 .嘗試盡可能維持正常生活 ’不讓該問題德^^¥" ： 0~~1~~9~~r 
31.回想過去自己是怎樣處理其他問題• 0 ~ ~ i " “ ^ r ~ r 
3 2.,考^/?自5=用擔心丨因爲一切自然會妥當 0 1 . 2 3^ 
3 3 . 聲試作出妥協 • Q 1 o o 
3 4.喂些東西，令自己舒服些 0 ~ i ~ ~ f ~ T ~ 
3 5.順其自然 5~~1 9 7 
3 6.嘗試做一些自己享受的觀情來分散注意 - ^ ~ ~ i ~ ~ f - ^ 
3 7.告訴自己可以處理任何！^情》無論它是怎樣困難 — ^ ~ ~ i ~ ~ o ~ ~ ^ 
3 8.訂出一套行動計削 ~ ~ — 0 ~ ~ i ~ ~ ^ ~ ~ f -
3 9 .嘗試保持幽1 ! _ 0 ~ ~ i ~ f ~ T ~ 
4 0.放棄毅然面對該問題 “ • ： ~ 0 ~ ~ i ~ ~ ^ ~ ~ f -
4 1.嘗試控制自己的感受 5~~t~~f~4" 
4 2.跟一位曾經歷相似情況的人討論該問題 0 ~ ~ i ~ ~ " 9 ~ f " 
4 3 •空想：如果我曾*.. — Z Z Z l L _ L j _ 
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’44/儘傲令自己忙碌 ~ 0 ~ i ~ ~ r ~ r 
4 5.學習一些新铜两去應付該問題 _ 0 ~ 1 ~ 2 ~ ~ r 
小6.做一些隨意或冒險的觀’是你不會時常做的 0 ~ i ~ ~ 2““ r 
4 7.想及你生命中美好的琪 0 ~ 1 2 3 
4 8.嘗試不理曾或逃避該問題 0 ~ ~ i ~ ~ r ~ r 
4 9.跟其他處於相同情況的人比較 0 ~ i ~ ~ ? ~ ~ r 
5 0.嘗試向正面處想 一 0 ~ ~ i““ t ~ ~ r 
5 1.怪責自己處身於這樣的情況 0 ~ ~ i ~ r ~ T 
5 2.喜歡自己去處迎這複情 ~ ~ 0 ~ i “ “ 2 ~ r 
5 3.服約以洒彳圾壓力 0 ~ ~ 1 “ “ 9 “ “ ^ 
5 4.窗‘試看事情好的一面 — 0~"1 2 3 
5 5.告訴自己這問題並非想像中那樣重要 “ ^ ~ i ~ ~ 2 ~ ~ ^ 
5 6.避免與人接觸 ‘ ： 0 ~ ~ i ~ ~ r ~ T " 
5 7.嘗試改善自己以致可以把這情況處理得更好 一 ~： ^ ~ ~ i ~ ~ 2 ~ ~ r 
5 8 .希望該問題會消失 ~ ~ ~ ^ 0 ~ i ~ ~ 9 ~ ~ r -
5 9.依賴其他人的幫助 ： ： 0 ~ ~ i ~ ~ r ~ r 
6 0.告訴自己你只是碰上惡運 ， Q 1 ,2 3 
j 
如有其他方法是你曾用來處理壓力而並不在列中，請將那些應付方法寫於下面空格內，跟蕃圈出 
’女字以顯示你使用每個應付方法的頻密程度和它對你的幫助。 ^ ‘ ^ 
• 
i 
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